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ABSTRACT
The level of adherence to self management recommendations among Australian
adults with asthma is inadequate despite decades of investment in asthma education,
clinical guidelines for patient care and advances in pharmacotherapy. Self
management strategies are well accepted as necessary for patients to control their
symptoms and maintain a healthy quality of life. This research therefore aimed to
examine the barriers and facilitators of effective asthma self management strategies
from the patient perspective.

This research was implemented in three phases, each informing the next. A review
of the literature was undertaken to understand the current recommended components
of asthma self management and to identify any reported attributes which may
negatively influence patient behaviour.

Focus group research was then carried out which revealed numerous complex and
interesting themes. Adults with asthma had difficulty in accepting generic self
management recommendations as being personally relevant to them, and further,
voiced a need for social support and a concern regarding stigma.

The theme of stigmatisation was explored in the final stage of this research. Results
of a web based survey demonstrated that stigma is indeed an area which may
negatively impact on asthma self management, and is a worthy topic for future
investigation.
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1 CHAPTER 1: INTRODUCTION AND AIMS
1.1

Background and Introduction

1.1.1 Asthma in Context
“Asthma is a common chronic inflammatory condition of the airways which presents
as episodes of wheezing, breathlessness and chest tightness due to widespread
narrowing of the airways…symptoms can be triggered by viral infections, exercise,
air pollutants, tobacco smoke or specific allergens” (AIHW, 2008). Globally, over
300 million people are affected by asthma, and this is estimated to increase to 400
million by 2025 (Masoli, 2004). Australia‟s prevalence rate of 9.9% is high by
international standards (ACAM, 2011) and asthma accounted for 416 deaths in
Australia in 2010 (ABS, 2012).
Asthma not only impacts on an individual‟s respiratory and physical health. People
with asthma also have poorer quality of life, worse psychological health and poorer
social functioning than those without asthma (Adams et al., 2004), and the condition
commonly co-exists with other chronic conditions. The economic impact of asthma
is also substantial. In 2003, asthma was ranked the eleventh leading contributor to
the overall burden of disease in Australia (AIHW, 2009). Using disability-adjusted
life years (DALYs), which is the combined effect of a condition‟s impact on survival
(premature death) and on functional capacity (disability) (ACAM, 2011), asthma
accounted for 63,100 years of healthy life lost in 2003 which was 2.4% of the total
number of DALYs in that year in Australia (AIHW, 2009).
There is no cure for asthma; consequently, the level of „asthma control‟ is currently
the key clinical focus for asthma management. Asthma control considers current
symptoms, medication use and lung function as well as future risk of exacerbations
and lung function decline (Taylor et al., 2008). However, an equally important
aspect of working towards „asthma control‟ is how patients themselves engage with
their chronic condition, make decisions and manage the daily tasks required to
maintain optimum health. This concept of self management is the key focus of this
thesis.
1

1.1.2 Asthma Self Management
Like other chronic conditions, asthma is a long term, often life-long condition; and
because there is no cure, patients need to learn to how to cope with the physical,
emotional and social stresses the condition can bring. In Australia, the Asthma
Management Handbook (NACA, 2006) provides a framework for asthma
management and advocates that patients should be provided with self management
education, have a written asthma action plan, monitor their symptoms and seek
regular medical review – self management strategies constitute all of these key
components.

There is a large body of evidence which demonstrates that such education programs
and self management strategies improve asthma control and health-related quality of
life and prevent the worsening of symptoms (Sawyer, 2002; Gibson, et al., 2008;
Mancuso et al., 2010). However, the application of these strategies by Australians
with asthma is inadequate (ACAM, 2011). In the 2007/08 National Health Survey,
only 14.4% of Australians aged fifteen or over had a written asthma action plan
(ACAM, 2011). Australian adults rated the second highest in an international survey
of current asthma symptoms (GINA, 2008) suggesting that asthma control remains
unsatisfactory for many patients with asthma.. Patients who present to Australian
general practice commonly have low asthma self management knowledge and skills,
(Haughney et al., 2008) yet less than 9% of general practice presentations (for
asthma symptoms) result in the provision of written asthma action plans (ACAM,
2011).

Self management is based on self efficacy theory (Bandura, 1977) and ultimately
engages with the reality that people who live with chronic conditions are responsible
for the daily management of their illness (Lorig and Holman, 2003). The majority of
self management education programs and the development of interventions have
largely been based on a traditional medical model of healthcare and presented from
the health professionals‟ point of view (Koch et al., 2004). Yet self management
goes beyond medication compliance and adherence to clinical guidelines. Current
chronic disease self management literature suggests that to be effective, self
management must integrate psychological, social and emotional care of people living
2

with a chronic illnesses such as asthma (Lorig and Holman, 2003; Kralik, 2004).
There is also acknowledgment that self management education and support should
reflect patients‟ perceptions of their condition and hold relevance and meaning
within their day to day lives (Corban and Straus, 1988; Creer, 2008; Newman et al.,
2004).

1.1.3 Asthma and Stigma
Stigma is the “negative evaluation of a person tainted or discredited” due to
undesirable characteristics (Goffman, 1963) and can have actual manifestations such
as discrimination in the work place, adverse relationships or subtle patronising
attitudes and behaviours (King et al., 2007). Inwardly, the person feeling stigmatized
can be fearful of what others think and become psychologically distressed. The
negative effects of stigma are commonly associated with chronic illnesses such as
epilepsy, HIV/AIDS, physical disability and mental health conditions. However,
feelings of stigma can have detrimental health outcomes on patients with other
chronic conditions such as asthma, through reluctance to disclose their diagnosis, and
restriction of social participation, and thus increase the risk of advanced disease (Van
Brakel, 2007).

Stigma among patients with asthma is an under-researched area, but studies that have
examined psychosocial aspects of patient medication non-adherence or
hospitalisations, for example, have found associations with stigma. Asthma has long
been associated with psychological conditions such as anxiety, panic and depression
(Campbell et al., 1995; Bosley et al., 1996; Deshmukh et al., 2007; Lehrer et al.,
2002). The effects of these conditions are interrelated and limit the ability for people
to adapt to their condition, make lifestyle changes, deal with asthma triggers and
manage acute attacks (Sturdy et al., 2002) (key skills for self management). Many
asthma related websites and blogs acknowledge that people with asthma feel
stigmatised, with suggested causes of regular disruption to work/school, sporting and
social events and a public perception that asthma is not a „serious‟ condition (Sorgen,
2008; Taylor et al., 2008; Discover Asthma, 2006-2012). The perception of stigma,
therefore relates to a perceived weakness within the individual. It is feasible that this
3

contributes to the „loss of self‟ described by Adams et al. (2004) and that, as
suggested by Kaptein et al. (2010), more stigmatised, anxious patients will be less
successful in adapting and coping with their condition. In summary, behavioural and
health outcomes for people living with asthma are linked to psychological health
which is potentially influenced by stigma.

1.2

Aims

This research aimed to place adult patients with asthma at the heart of an
investigation into self management practices and to identify, from the patient
perspective, the factors likely to enhance self management practices and improve
asthma health outcomes.
Specifically, this research aimed to:
1. Establish the perceptions held by adults with asthma in relation to taking
action regarding „self management‟.
2. Identify the facilitators of positive self management practices.
3. Identify the barriers to positive self management practices.
4. Determine the perceived self-efficacy of adults with asthma in relation to
their self management.
5. Examine the factors likely to effect the future uptake of, and adherence to,
asthma self management strategies.

1.3

Structure of Thesis

This thesis is submitted in fulfilment of the requirements for the Masters of Science
(Research) by publication, where chapters are prepared as journal articles. Chapter 3
has been accepted for publication and chapters 2 and 4 are currently under review.

Chapter 2 provides a review of current literature regarding asthma self management
in adults. It reviews the concept of self management and discusses the main
4

components of asthma self management as outlined by the Australian Asthma
Handbook: (1) the provision of written asthma action plans, (2) monitoring asthma
symptoms, and (3) patient education and regular medical review. This article was
co-authored by the candidate, Professor Sandra Jones and Dr Judy Mullan and is
currently under review by the Journal of the Royal College of Nursing Australia,
Collegian.

Chapter 3 describes the qualitative results of focus group research which was
conducted to determine the experiences and attitudes of adults regarding asthma self
management. Social cognitive theory provides a framework for analysis in this
article which was co-authored by the candidate, Professor Sandra Jones and Dr Judy
Mullan and accepted for publication in June 2012 by the Journal of Asthma and
Allergy Educators.

Results from the focus groups informed the development of the next study, described
in Chapter 4, which was a web based survey designed to measure the extent of
stigma among adults with asthma. This article was again co-authored by the
candidate, Professor Sandra Jones and Dr Judy Mullan and is currently under review
by the Journal of Asthma and Allergy Educators.

Chapter 5 provides a summary of the research findings from the three phases of
research undertaken for this thesis and reviews the implications for both health
professionals and health researchers. This chapter offers recommendations for the
development and enhancement of self management strategies using a consumer
oriented social marketing framework.

5
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2.1

Asthma Self Management in Adults: A review of current literature.

Self management programs for chronic conditions, such as asthma, have an
important place in healthcare delivery. When properly implemented, they can curb
the impact of disease and reduce both the high personal costs for individuals and
significant financial costs for health care systems. The purpose of this review was to
establish an understanding of current published literature on asthma self management
programs in adults and to identify any reported attributes or components which serve
to either assist or obstruct the uptake of self management strategies. Electronic data
sources including Scopus, Proquest 5000, CINAHL, PubMed and Web of Science
were accessed and literature searches were conducted using the key terms: asthma,
chronic disease, self management, morbidity, quality of life, health outcomes, patient
education and best practice. Inclusion criteria for the search included journal articles
relating to adults with asthma published in English in peer reviewed journals from
1995 to 2011. Exclusion criteria included research targeting children, parents of
children or families; and articles examining Asthma and COPD (or any other comorbidity). Sixty four articles were included in this review due to their relevance to
the major components of asthma self management, as defined by the Australian
Asthma Management Handbook. A major conclusion from this review was that the
uptake of asthma self management strategies is poor despite global recommendations
for over twenty years; and that a likely reason for this is that generic asthma self
management advice does not engage the individual with asthma.

10

2.2

Introduction

2.2.1 The Problem with Asthma
Asthma affects more than 300 million people globally (Masoli, 2004). Over two
million of these are Australian – Australia‟s prevalence rate of 9.9% is high by
international standards (ACAM, 2011). In addition to poor respiratory health,
asthma is associated with poor psychological health and poor quality of life (ACAM,
2011).

There is also a sizeable financial cost attributable to asthma in Australia, with overall
expenditure on the disease estimated at $606 million in 2004–05 (AIHW, 2008).
This is comparable to other more „high profile‟ diseases, such as stroke for which
total health expenditure was $546 million during the same period (AIHW, 2008).
Poorly controlled asthma is therefore a major contributor, not only to mortality but to
the economic burden of disease (Accordini et al., 2006).

Although there is no cure for asthma, there are established and effective self
management strategies to help patients and their health professionals control the
disease and prevent the worsening of symptoms. As per the Asthma Management
Handbook (NACA, 2006), asthma self management in Australia refers to (1) the
provision of a written asthma action plan, (2) actively monitoring asthma symptoms
and (3) patient education and regular medical review. These three components are
also evident in health policy and clinical guidelines in other countries, such as the
National Asthma Education and Prevention Program in the US (Urbano, 2008) and
the British Guideline on the Management of Asthma in the UK (British Thoracic
Society, 2011).

There is a significant body of evidence to suggest that asthma self management
strategies improve outcomes for individuals (fewer acute exacerbations), reduce the
impact on health service delivery (fewer encounters), and are beneficial for the
broader community (improved productivity) (Sawyer, 2002). Yet, despite over
twenty years of national recommendations for the use of Written Asthma Action
Plans (WAAPs) to help facilitate self management, only 14.4% of Australians (aged
11

over 15 years) with asthma reported having one in the 2007/08 National Health
Survey (ACAM, 2011).

2.2.2 The Concept of Self Management.
Self management, originally based on the self efficacy theory of Albert Bandura
(Creer & Christian, 1976), can be simply referred to as the day-to-day management
of a chronic disease (Lorig & Holman, 2003). The question of how, not if, one self
manages becomes the central issue for patients with a chronic disease, which is
typically a lifelong and ever-changing condition (Lorig & Holman, 2003).
Definitions, understandings and applications of the concept of self management in
the literature, however, are not straightforward.

Asthma is distinguished by recurrent attacks of breathlessness and wheezing due to
inflammation of the air passages in the lungs (WHO, 2012). Symptoms are typically
triggered by viral infections, exercise, air pollutants, tobacco smoke or specific
allergens (AIHW, 2008). Despite the impact of asthma on an individual‟s physical
health, social relationships and work life, asthma control (the aim of self
management) is poor in Australia, with over 88% of South Australian adults with
asthma reported to have experienced asthma symptoms in the 12 month period of
2009 (ACAM, 2011).

Corban and Straus (1988) categorise the components of self management into three
areas: 1) medical management, such as medication adherence; 2) lifestyle
management, such as identifying and managing environmental triggers; and 3)
psychological management, such as learning to cope with feelings of isolation or
depression.1 Comprehensive self management programs should consist of all three
components (Lorig & Holman, 2003) yet many, as identified by this review, focus
predominantly on medical management.

Disler et al. (2012) recognise the limitations of a medical or clinical approach in that
complex social and psychological aspects, such as the role of social support and the
1

Numerous studies investigate depression as a co-morbidity of asthma; see Mancuso et al., 2001,
Rimington et al., 2001 and Goldney, 2003 for example.
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extent of patient engagement or participation, are often overlooked. There is growing
recognition throughout the literature that self management should focus on patients‟
perceptions of their chronic condition, including asthma; and be structured or tailored
around patient-perceived problems (Bodenheimer et al., 2002; Corban & Straus,
1988; Newman et al., 2004).
The term „self care‟ is often used interchangeably with self management (Loignon,
2009) in which both refer to an understanding of a patient‟s actual experience of
living with a chronic illness and their personal understanding of the disease (Aroni et
al., 2003). Aroni and colleagues provide further insights into the dichotomy of self
management language in medical and sociological fields. They suggest that self
management has a number of meanings and interpretations; that sociologists see the
term cynically as another way of eliciting compliance or adherence in a medically
driven approach to treatment, whilst doctors see the emphasis on sound management
to achieve better health outcomes. Indeed, most of the literature on chronic disease
self management refers to programs designed to improve medication compliance and
the delivery of education programs (Barlow et al., 2000) and is presented from the
health professionals‟ point of view (Koch et al., 2004).

As mentioned earlier, self management is founded on the concept of self efficacy; an
individual‟s belief or confidence in their abilities to make decisions and engage in
behaviours that successfully manage their chronic condition (Bandura, 2000). There
is evidence that improvements in self efficacy, via self management strategies, lead
to health behavior change and improved health status (Chen et al., 2010; Lorig et al.,
1989; Mancuso et al., 2010); self efficacy is one of the main recurring themes in the
literature regarding self management of asthma.

The Australian Asthma Handbook (NHMRC, 2006) makes the important distinction
that self management does not replace medical care, but rather should reflect the
patient as an active participant in a comprehensive asthma management program
involving 1) the provision of WAAPs, 2) actively monitoring asthma symptoms, and
3) patient education and regular medical review.
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These three major constructs of the Australian Asthma Handbook (NHMRC, 2006)
have been used as a framework for analysis in this review. Whilst this might provide
an Australian „flavour‟, these constructs reflect standard international guidelines for
asthma self management and recurrent themes in the literature. Findings regarding
asthma self management will be of interest to those working with patients, families
and carers of those living with asthma, and some aspects are also applicable to other
chronic conditions.

2.3

Method

A literature search was conducted in 2011 of peer reviewed articles from January
1995 to December 2011 using the electronic databases Scopus, Proquest 5000,
CINAHL, Pub Med and Web of Science. The following key terms were used and
combined with standard Boolean operators: asthma, chronic disease, self
management, morbidity, quality of life, patient education and best practice. The
search identified 637 potentially relevant articles which were published in English in
peer reviewed journals. Abstracts were read and articles were included if they
reported on research targeting a generic group of adults (without specific needs, such
as pregnant women or from culturally or linguistically diverse (CALD)
communities). Qualitative, patient centered research was of particular interest to this
review.

Of these articles, 350 were excluded because they focused on children or parents of
children with asthma, or they focused on a combined Asthma/COPD diagnosis. A
further 30 articles were excluded where the focus of the research was clinical,
usually regarding asthma medication, and outside the context of self management.
The final 64 articles included in this review contain themes that directly correlate to
the major components of asthma self management, as defined by the Asthma
Management Handbook (NHMRC, 2006).

The three key areas highlighted by the Australian Asthma Handbook (NHMRC,
2006) will be used to provide structure for this paper, in order to critically appraise
the current literature pertaining to asthma self management strategies (of adults) and
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to highlight any known barriers or facilitators to effective self management
outcomes.
2.4

Results and Discussion

2.4.1 Written asthma action plans
Patients with a WAAP, a set of tailored instructions designed to help a person with
asthma understand his/her worsening symptoms and the response required (Asthma
Foundation NSW, 2012), have improved lung function, reduced presentations to GPs
and hospitals and fewer work absences (NHMRC, 2006). Their risk of mortality is
also significantly reduced (Abramson et al., 2001).

Only two quantitative studies identified by this review, however, explored the effect
of WAAPs on patient outcomes (Abramson, 2001 and Lahdensuo et al., 1996).
Abramson calculated a 70% reduction in the risk of mortality for patients with a
WAAP, in a case-control study designed to compare the estimated risk of death
associated with the use of medications and other asthma management strategies,
including WAAPs (2001). In addition, Lahdensuo et al. found in their study of 115
people with mild to moderately severe asthma in Finland (1996) that a WAAP
positively contributed to improved asthma medication adherence. Yet despite these
studies, evidence suggests that as few as 25% of eligible patients receive WAAPs
from their health professional (Rank et al., 2008).

Douglass et al. conducted a qualitative study (semi structured interviews),
investigating the use of asthma action plans by 62 adult Australian patients who
presented to an Emergency Department over two months (2002). The single most
common reason for not having an asthma action plan was that the patient‟s doctor
had not offered them one. They found that most patients with a WAAP (n=29, or
46%) either modified it based on personal experience, did not feel confident about
using it, or did not use it at all. Furthermore, many patients without a WAAP had a
medically credible „plan of action‟ nevertheless, intuitively managing their
symptoms based on their personal experience, understanding and awareness. This
concept of intuitively self managing their own symptoms is consistent with
qualitative findings from Kralik et al. where arthritis patients self managed their
15

illness through trial and error depending on the impact it was having in their day-today life (2004).
Despite an encouraging trend in the 1990‟s where reported use of WAAPs increased
(Adams et al., 1997; Comino et al., 1996), in Australia today there is evidence that a
high proportion, even a majority, of adults with asthma do not have a current WAAP
(AIHW, 2008; Sawyer, 2002). One proposed reason for this is the lack of patient
consultation; patients‟ perspectives and opinions have typically not been considered
in the development of asthma action plans which have been predominately medically
driven (Douglass et al., 2002; Jones et al., 2000).
Patients‟ personal experiences in managing their condition, within the demands of
daily life, require closer attention when developing asthma action plans for and with
patients. Ruffin et al. (1999) suggest that an understanding of the complexity and
variability of asthma in patients‟ lives is lacking, possibly explaining a decrease in
the percentage of people with an asthma action plan (from 42.1% in 1995 to 33% in
1996) in the South Australian Health Omnibus Survey. Further, Gibson and
colleagues observe that patients do not perceive that doctors believe that WAAPs are
an effective self management strategy (1995). This claim is supported by qualitative
results from the United Kingdom whereby both doctors and practice nurses believed
that WAAPs were a danger to people who would „blindly obey‟ them and that they
discouraged regular medical review (Jones, et al., 2000).

This disparity between the views of patients/carers and health professionals was
emphasised in a recent systematic review of qualitative literature by Ring and
colleagues (2011). The review identified that WAAP use was hindered due to the
experiential understanding of patients that is at odds with a medically driven
approach. This mismatch was also evident in a 2009 study of asthma management in
rural New South Wales, where GPs and pharmacists perceived the delivery of asthma
care as sub-optimal while patients were actually satisfied with their level of care
(Cvetkovski et al., 2009).

A final factor to consider in the uptake of WAAPs is that of health literacy. Health
literacy includes a person‟s ability to read and understand health information
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(functional literacy), their ability to apply information (interactive literacy) and their
ability to critically analyse and take action (critical health literacy) (Nutbeam, 2000).
In 2006, a surprising 60% of Australians lacked basic levels of health literacy
(Australian Bureau of Statistics, 2008), which could potentially contribute to poor
self management outcomes (Adams et al., 2009; Paasche-Orlow et al., 2005), higher
hospitalisation rates, and lower access to preventative services (Oates & PaascheOrlow, 2009). Health literacy is also a critical skill for self efficacy and patient
participation (key elements of self management); and therefore has consequences
beyond the (dis)ability to read and understand health information (Nutbeam, 1998).

Many strategies have been implemented to try and redress these health literacy
issues. For example, strategies that are age and culturally specific or that include
pictures and other visual aids to assist in patients‟ comprehension of information
presented to them (Roberts et al., 2008). Rank (2008) suggests that WAAPs could be
adapted electronically; thereby allowing health professionals to better educate
patients with poor health literacy skills about their use, using both verbal and written
communication strategies. This concept is supported by Thai and George (2010)
who acknowledge that knowledge transmission should not rely solely on written
communication.

2.4.1.1 Key Findings
These studies present a scenario whereby WAAPs are widely recommended by
health professionals, but are not used by patients to the extent or consistency required
to bring about improvements in their asthma related health outcomes. The literature
points to differences in perceptions and understanding between health professionals
and patients with asthma as a key barrier to effective WAAP use. Furthermore, the
need for asthma educators to improve their plain language communication
techniques, and to acknowledge the barriers for patients with poor health literacy
skills, is a common theme throughout the literature (Nutbeam, 2000; Paasche-Orlow
et al., 2005).
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2.5

Symptom Monitoring

The two most important means highlighted by this review for monitoring symptoms
of asthma are (1) the use of peak flow meters and (2) the use of medications.
2.5.1 Peak Flow
Peak flow meters measure obstruction in the airways and determine the maximum
rate of air able to be forced out of the lungs (Willems et al., 2006). Individuals can
then use these measurements to amend their asthma control regime accordingly, such
as increasing or decreasing their medication.

Whilst peak flow meters are widely available for home use, they are not universally
recommended for people with asthma and, while peak expiratory flow can help in
diagnosing asthma (Charlton et al., 1990; Legge, 1996), its value in asthma self
management is open to question. For example, there are diverse estimations of cost
effectiveness (Willems et al., 2006) and there is little evidence to suggest that peak
flow monitoring improves asthma control/morbidity or that it is more effective than
other forms of symptom monitoring, such as recognising the extent of night time
waking, coughing, wheezing or the use of reliever medications (Drummond et al.,
1994; Jones et al., 1995; Legge, 1996; Turner et al., 1998). In 1990, Charlton et al.
conducted a GP2 based study, over 12 months, where 115 people with asthma were
randomized into two groups to evaluate and compare the outcomes of self managing
their asthma, either by peak flow only or symptom recognition only. GP
presentations and medication use fell significantly, regardless of which group
patients were in, suggesting that the care received as part of the study
(comprehensive nurse-run asthma education, regular nurse-led reviews, individual
self management plans and improved technique in inhaled steroids) provided support
and added benefits to the patients, regardless of their self management approach.

Based on the current literature, it is not possible to confidently recommend the use of
peak flow meters as a stand-alone tool for effective asthma symptom monitoring.
Having said that, in the two studies identified by this review which examined long
term benefits of peak flow monitoring (D'Souza, 2000; Milenković et al., 2007), both
2

In Australia, a General Practitioner (GP) is a medical doctor based in primary care.
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reported continued levels of peak flow use by patients to self manage their asthma
after six years (83% and 69% respectively).

Overall, the literature calls for clearer understanding of those individuals most suited
to peak flow monitoring. For example, some studies suggest benefits for chronic
asthma patients as it is an effective measure of imminent deterioration and provides
time to re-establish appropriate treatment (Jones et al., 1995). Others advocate
benefits for those who are poor perceivers of their asthma severity (Legge, 1996).

2.5.2 Medications
Worldwide, poor control of asthma is largely attributed to patients‟ failure to adhere
to medication regimens (Corsico, 2007). Asthma patients typically have negative
attitudes towards medications, are often reluctant to increase their medications when
symptoms worsen, and are also known to inappropriately reduce medication during
periods of good health (Osman, 1997). Attitudes towards taking asthma medications
are influenced by friends, family, the media and patients‟ own experiences (Osman,
1997). Perhaps the best protection against poor attitudes and low medication
adherence is a positive individual experience in symptom control and improvements
in quality of life brought about by the proper use of medications (Osman, 1997). In
turn, positive beliefs about medication and regular review with health professionals
are major predictors of medication adherence (Odds Ratio[OR] = 0.13, 95%
Confidence interval [0.06, 0.31]), according to an international cohort study of 971
adults with asthma from 12 countries who participated in the European Community
Respiratory Health Surveys (Corsico, 2007).

Horne and Weinman investigated perceptions of asthma and asthma medications
among 100 patients and found that non adherence was linked to doubts about the
need for taking medication and concerns pertaining to side effects (2002). They also
explored patients‟ perceptions of the severity of their illness and health beliefs
pertaining to treatment, calling for clinicians to better understand the patient
perspective about their illness; a perspective which often differs between clinicians
(Partridge, 1997).
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Patient perceptions about asthma medication undoubtedly influence self management
patterns, and a patient-centered approach to the problem of medication adherence is
critical in increasing self efficacy, attitudes and behavior (Janson et al., 2009).
Similar to other health conditions requiring long term medication use, such as
hypertension (Bane et al., 2006) or HIV/AIDS (Reynolds et al., 2004), medication
adherence for asthma is strongly influenced by self efficacy levels; moreover low
self efficacy is associated with poor asthma control and poor asthma quality of life
(Lavoie et al., 2008). This is consistent with the theoretical position of self efficacy
whereby individuals learn by the success (or failures) of their own actions, by
positive reinforcement and by observing others (Bandura, 1977).

2.5.2.1 Key Findings
Overall, the majority of findings from interventions designed to increase medication
adherence are inconsistent and there is a need to better understand the complex
reasons for patient non-adherence for longer term health outcomes (e.g.: Haynes et
al., 2008). Similarly, the recommendation for the use of peak flow meters is not a
black and white issue. This is indeed one area where patient centered care, which
acknowledges the patients‟ preferences in self management approaches, could
potentially inform the most appropriate use of peak flow and therefore enhance the
clinical outcomes in those who use it.

2.6

Patient education and regular medical review

A recent Cochrane Review evaluated 36 randomised control trials to ascertain
whether asthma outcomes are influenced by self management education and regular
medical review (Gibson et al., 2008). Overwhelmingly positive effects (both
clinically and statistically significant improvements) on asthma control were found
when intervention programs containing specific patient self management education
(e.g. a written action plan, symptom monitoring and regular medical review) were
compared with usual care.
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How such programs are provided, however, is varied and diverse – including group
learning sessions, provision of written materials and computerized education
programs just to name a few (McDonald & Gibson, 2006). The delivery of asthma
self management education programs has also been reported from settings such as
hospitals (Allen et al., 1995; Osman et al., 2002) and GP surgeries (Thoonen et al.,
2002). Community pharmacists and pharmacies have also shown to be effective
delivery settings for asthma self management education (Barbanel, 2003; Kritikos et
al., 2010; Smith et al., 2007).

Hospital based interventions are well placed to provide single-session, brief
educational interventions (approximately 30 minutes) which were shown to be
effective in reducing morbidity and hospital readmissions in a UK study of 280
patients over more than two years (Osman et al., 2002). Hospital based interventions
have also demonstrated a capacity to reveal unanticipated findings, such as doctors
not prescribing WAAPs (Douglass 2002) and that many patients are not receiving
adequate medical treatment (Allen et al 1995; Backer et al., 2009; Ciprandi et al.,
2001)). In a novel patient centered approach to education, GPs provided a tailored
education program to asthma patients based on their concerns and areas of interest
(Thoonen et al., 2002).This tailored patient education approach resulted in higher
patient satisfaction (increased from 87.9 to 93.7, possible range 0-120) compared to
usual care (no significant change; 84.3 to 84.2 for the control group) and improved
information-seeking behaviours.

Whilst these studies provide important evidence for the benefits of prescribed patient
education, it is interesting to note that, internationally, there is no agreed gold
standard measure for asthma knowledge outcomes (Pink, Pink, & Elwyn, 2009) and,
indeed, the results of Shakelford‟s 2009 comparison of tailored and standardized
asthma self management education suggest that that they are equal in their effect on
asthma outcomes (Shackelford & Bachman, 2009). The literature presents a sense
that it is a combination of approaches in a multidisciplinary framework that provides
favourable asthma control for patients. Indeed, programs developed and
implemented by multidisciplinary teams (including nurses, pharmacists, allergists
and social workers) have demonstrated significant success in improving patients‟
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asthma knowledge, exercise levels, medication compliance, perceived control of
their asthma and night time awakenings (Jansen et al., 2003; Tousman et al., 2007).

Regardless of the approach, the assumption that quality education leads to patients
who self manage their illness is at odds with the uptake and success in practice.
Kralic and colleagues (2004) contend that whilst self management „structures‟
provided by health professionals (education programs as well as prescribed
medications) are important to create order and control, self management should also
be recognized as a „process‟ which evolves within the individual who learns and
responds to their illness through lived experience, a concept worthy of further
investigation.
The prescriptive, medical style of health education is „tried and true‟ in some
respects. Lorig and Holman (2003) assert that self management needs to be learnt
and practiced to achieve positive health outcomes. This implies that patients first
need to be taught (patient education) and then evaluated (regular review) in order for
patients to successfully negotiate the „ups and downs‟ of their chronic condition to
achieve positive outcomes. This element of patient education can be further
enhanced by encouraging active patient participation. Crucially, offering
encouragement, reinforcement, reassurance and feedback are amongst the most
important elements of interventions for effective patient education (Clark et al.,
1998; Kok, van den Borne, & Mullen, 1997). These support the recurring themes
within the literature of building and maintaining self efficacy to enhance self
management outcomes.

2.6.1 Key Findings
The importance of patient education is reflected as a requirement in many asthma
management guidelines, including the Australian Asthma Management Plan
(NHMRC, 2006). The evidence presented in the studies included for this review
steadfastly positions patient education programs as a necessary component for
positive self management outcomes, demonstrating clinical and statistical
improvements in asthma control.
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Interestingly, however, none of the programs appeared to address or consider health
literacy in any substantial capacity. Only two of the cited patient education programs
actively engaged or included the patient in the program – these programs were
developed and delivered by teams of multidisciplinary health professionals,
including GPs, nurses, pharmacists and asthma educators. Overall, all forms of
patient education produce favorable results compared to no education (Shackelford
& Bachman, 2009).

2.7

Limitations

As demonstrated by this review, asthma self management is an extensive and
multifaceted health issue. While we have provided a comprehensive overview of the
factors contributing to self management practices in adults, this in itself has revealed
the limitations of this review, in that there is a danger of having examined the topic
from a broad perspective, merely skimming the surface of what is a complex and
intricate approach to a serious health condition.

There are notable limitations in the search strategy used for this review which has
contributed to these broad-brush outcomes. Firstly, it should be acknowledged that
the use of a single coder in determining articles for inclusion and exclusion could
impact on the reliability of the literature chosen for this review. Secondly, the
inclusion criteria used was quite narrow, being restricted to articles targeting adults
(only) with asthma (only), and this potentially diminished the number of relevant
articles discussing broader issues of self management. Thirdly, there was no strict
method of appraising the research articles included in this review and grey literature
was not incorporated. Finally, we acknowledge that the search terms themselves
were quite generic and could have been more closely aligned with specific key words
regarding asthma self management. However, given the exploratory nature of the
aims of this review, the search strategy and subsequent findings have revealed some
solid and consistent themes worthy of further clarification and investigation.
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2.8

Implications for research

If asthma self management strategies are designed to complement (not replace)
medical care, then another view (other than a medical view) is warranted as the
driving force for new research. Contextual, qualitative research is needed to explore
the anomalies, within and between groups of patients with asthma, to learn how best
to tailor health messages and education strategies and how to present these in a
meaningful way. Social marketing research (Kotler and Lee, 2008), for example,
offers an approach which is consumer-orientated, and through principles of audience
segmentation and the concept of exchange, can potentially improve our
understanding of asthma patients and encourage voluntary behavior change which
overcomes current self management barriers.

In addition, there are research implications for health care planners and policy
makers to address the issue of the environment (the healthcare system) in order for
appropriate and integrated care (including patient education) to be provided. Social
marketing research examining the core elements of a supportive health care
environment (in terms of Product, Place, Price and Promotion) is required to learn
how to improve the working partnerships within health care professions and how
they communicate with each other and the patient. WAAPs require further
investigation in order to remedy a systematic failure to deliver a reliable self
management tool. For health professionals, WAAPs need to be clinically relevant
and not demanding on time. For adults with asthma, WAAPs need to be relevant to
their disease experience and „user-friendly‟ within the context of their own life
circumstances. For both groups, qualitative research is required to provide rich,
specific information which can identify elements of WAAP use (including issues of
health literacy, referral pathways, methods of delivery and strategies for regular
review) which may (not) support effective asthma self management.

Finally, these two points should not be viewed as separate issues; rather, research
examining the process of self management for individuals should be developed and
understood within the context of their personal environment and the health care
environment which supports them.
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2.9

Implications for practice

Despite the evidence offered by researchers and policy recommendations by health
authorities, the translation of effective asthma self management in practice remains
poor. This highlights various insufficiencies in health systems to support patients to
maintain control of their asthma.
Health professionals need to acknowledge that asthma patients‟ interpretations and
expectations of „self management‟ are variable. Engaging with patients, unveiling
and understanding their lived experience, attitudes and beliefs will provide a
different foundation from which to begin working with individuals with asthma.
Furthermore, where a „one size fits all‟ approach may be inadequate, health systems
need capacity to support a more personalized process.

Two key areas highlighted by this review which, if improved, will in turn improve
the health outcomes for patients with asthma, are health literacy and self efficacy.
Health professionals can greatly serve their patients by being mindful of health
literacy when developing asthma management plans, as well as recognizing their
own strengths and weaknesses in the way they engage and communicate with
patients. Advances in self efficacy are perhaps the strongest predictor of sound self
management. Nursing practice is well placed to support, encourage and reinforce
positive patient beliefs and attitudes within the context of their daily lives.

2.10 Conclusion
There is an abundance of international evidence that comprehensive self
management strategies can be successful in reducing the health impact of asthma at
both the individual and community levels. Yet the translation of evidence to practice
eludes us, and the complex, fluid nature of asthma and the impact on the individual‟s
day-to-day life is difficult to address in generic, medically based recommendations
for self management. Personalised self management education, and a meaningful
partnership between the patient and the health care provider, is not well executed thus contributing to low levels of self efficacy, insufficient self management
practices and poorer health outcomes.
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There is a need to create supportive environments to enhance broad self management
skills through developing health literacy and self efficacy which fall outside the
traditional medical model of health care. There is a clear role for nurses to play in
this process as demonstrated by the success of multidisciplinary team approaches
(including nurses, pharmacists, asthma educators etc). Whilst a great emphasis is
currently (mis) placed on GPs and hospital emergency departments, there is a real
opportunity for nurses to inform and contribute to future asthma self management
strategies, policy and direction.
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3.1

Abstract

This paper describes a qualitative study which investigated the experiences, attitudes
and opinions of adults with asthma regarding self managing their disease. Focus
groups were conducted with 22 adults living in metropolitan and regional New South
Wales, Australia. Key findings were that the perceived stigma of asthma, the need
for social support and the need for “asthma-friendly GPs” concerned participants
more than formal self-management procedures such as written asthma action plans
and medication regimes. Social Cognitive Theory was used to explain the fluid
relationship between the person with asthma, their environment and their behavior in
relation to self management strategies and in identifying patient-centered approaches.
This qualitative research suggests that asthma is viewed as a specific, individualized
condition best managed from the perspective of patients‟ disease experience and
environmental context and not one which is appropriately represented by collective,
generic self management recommendations. Our findings suggest that self
management outcomes can be improved by recognizing the variance in self efficacy
levels between individuals, and tailoring environmental and social support strategies
around these.
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3.2

Introduction

Worldwide, asthma affects around 300 million people1 with Australian prevalence
rates ranking the third highest behind the United Kingdom and New Zealand 1. Over
two million Australians have asthma; a prevalence rate of 10.2%2. People with
asthma have poorer quality of life, worse psychological health and poorer social
functioning than those without asthma3. The financial cost of asthma in Australia is
also substantial, with overall expenditure on the disease estimated at $606 million in
2004–052.
Although there is no cure for asthma, there is a substantial body of evidence to
suggest that asthma self-management strategies improve health outcomes for
individuals and thus reduce the impact on both primary and tertiary health services4-6.
The question of how, not if, one self manages becomes the central issue for patients
with chronic disease, including asthma, which is typically a life-long and everchanging condition7.
Guided by the Asthma Management Handbook8, asthma self-management programs
in Australia deliver information and skills-based education in three key areas: (1)
having a written asthma action plan; (2) monitoring asthma symptoms; and (3)
seeking regular medical review. However, despite the best intentions of health
professionals to „teach‟ patients knowledge and skills to enhance self management
outcomes, this has not resulted in long term behavior change; only 14.4% of
Australians reported having a written asthma action plan in 2007/08 9. There is now
wide acceptance that prescriptive and instructional styles of traditional self
management education ignore other social and psychological elements of learning to
live with, and effectively managing chronic diseases10.
It is perhaps not surprising then, that the uptake of these aforementioned strategies in
Australia remain disturbingly low, despite national recommendations for their use for
over twenty years2. Furthermore, there is insufficient evidence to determine the best
combination of strategies or preferred delivery settings which produce the greatest
benefit11.
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Self management as a concept, even a theory, has enjoyed a variety of meanings and
definitions throughout its development and today there is still no universally
accepted approach to self management 12. The term self management is often used
interchangeably with „self care‟13-14, or „coping‟10 where responsibility is placed on
the individual to prevent or manage their illness. Kralik and colleagues 10 posit that
self management is both a „structure‟ and a „process‟, recognizing the skills and task
based elements of patient education and the importance of medication alongside the
evolving understanding that patients acquire through processing and reinterpreting
the impact of their illness on their day to day lives.
Despite evidence that the majority of asthmatic patients presenting in Australian
general practices have uncontrolled symptoms and poor skills in self-management8,
15

, there has been little research on self management conducted from the perspective

of the patient. While there is recognition that improved patient engagement and
better integrated health services are needed16-17, self-management strategies have
been largely researched and developed from a medical mode18.
However, Corban and Straus19 point out that self management needs to focus on
patient perceptions of their chronic condition and, as such, should be tailored around
patient-perceived problems and should recognise that these may change over time.
Furthermore, the central position of the patient as an active participant is now cutting
through the traditional understanding of self management approaches.
Bodenheimer20 states that „self management education‟ should complement skills
and knowledge based education and focus on problem solving and decision making,
while Newman21 asserts that a shift in the perspective of health professionals towards
cognitive behavioural techniques, group facilitation and goal setting is necessary for
self management interventions to become more widely accepted. These approaches
are supported by numerous published studies including those by Tousman22,
Caplin23, Lucas24 and Kotses25, whereby asthma self management education
(knowledge and skills) which encompass peer and social support, problem solving
skills and consideration of behavioural change principles (self efficacy) result in
positive asthma outcomes both short term and long term. Overall, an emphasis on
understanding the patient perspective is required.
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This paper investigates the reality of self management practices among a group of
adults with asthma. Five research objectives guided this exploratory research study:
1. To establish the perceptions held by adults with asthma in relation to taking
action regarding „self management‟
2. To identify the factors which positively influence self management practices
3. To identify the factors which negatively influence self management practices
4. To determine the perceived self-efficacy of adults with asthma in relation to their
self management
5. To examine the factors (wants and needs) likely to effect the future uptake of,
and adherence to, asthma self management strategies
Social Cognitive Theory (SCT) has been used to inform and explore chronic disease
self management programs14 and is established as an important theory for
understanding not only health behavior change but the underlying processes within
individuals which bring about this change26. SCT posits that individuals learn
through watching others and that behavior results from the relationship between three
main factors: personal, behavioural and environmental27. Briefly, these constructs
begin with an individual‟s personal/cognitive characteristics such as the way a person
processes and perceives information. The construct of self efficacy, an individual‟s
confidence or belief in their own capabilities, is central to this element. Next, the
environment refers to the physical or social factors which are external to the person,
but which can impact on behavior. For this study, behavior refers to the uptake of
asthma self management strategies and recognizes that this can be achieved through
observational learning - learning through direct experience, watching others
(modeling), or even vicariously (through media exposure). SCT suggests that
cognition/personal factors, behavior and environment influence one another in a fluid
and reciprocal manner.
This paper will present a social cognitive analysis of the results of the
aforementioned study which was designed to describe and clarify the experiences,
attitudes and opinions of adults with asthma regarding self managing their disease –
as it relates specifically to them, and in the context of their daily lives.
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3.3

Methods

A literature review was conducted to critically review the current evidence for
asthma self management strategies, to document the main components and tools used
for self management and to highlight any known facilitators and barriers to the
uptake of self management strategies. A preliminary discussion guide was drafted
and pre tested in a structured interview with two volunteers with asthma (one male
and one female). Feedback was used to clarify and rephrase questions. A revised
discussion guide was then reviewed by the two volunteers and an experienced
asthma nurse for refinement. The discussion guide explored questions on five core
topics from the patient perspective and was guided by the study‟s research objectives
(Table 4.1).
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Table 3.1 Research Objectives and Discussion Guide Constructs
Research Objective

Discussion Guide Concept

Example Questions

1. To establish the

Explore participants‟

What do you think are the

perceptions held by

concept of self

main aims of „self

adults with asthma in

management

management‟?

regarding „self

Explore participants‟

What sort of skills or

management‟

knowledge of self

abilities do you need to be

management

able to self manage your

relation to taking action

asthma?
2. To identify the factors

Explore participants‟

Can you tell me any

which positively

experience of self

examples or describe any

influence self

management

circumstances that

management practices

demonstrate that your selfmanagement practices have
worked or are working?

What are the elements or
factors that make it easy for
you to self-manage?
3. To identify the factors

Explore participants‟

What sort of things

which negatively

experience of self

(practical, financial, etc)

influence self

management

inhibit or create a barrier

management practices

for you to learn how to self
manage?

How do you feel self
management is working for
you? (successful/not
successful)
4. To determine the

Explore participants‟ view

Do you believe that self

perceived self-efficacy

of self management

management works?

of adults with asthma in
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relation to their self

What do you believe to be

management

the main implications of self
management for your
asthma?

5. To examine the

Explore participants‟

What are the things that

factors (wants and

understanding of self

you want or need to

needs) likely to effect the management (including

influence your intentions or

future uptake of and

written Asthma Action

future actions?

adherence to asthma self

Plans)

management strategies

What is it about having a
written Asthma Action Plan
which you find
appealing/off-putting?
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Interested subscribers of a regular web-based asthma newsletter responded to a
recruitment email, providing a convenience sample of 22 participants. All
participants were sent information in the post prior to the commencement of the
focus groups which included confirmation of the Approval by the participating
University‟s Human Research Ethics Committee, and requested signed consent prior
to participation.
Five focus groups were conducted with 22 adults with asthma (ten males and twelve
females) to gather qualitative data about the barriers to, and facilitators of, effective
self management. Information was gathered on patients‟ perspectives about which
strategies work and which don‟t, and about prescribed and self directed self
management practices. Focus groups were chosen as an appropriate method of
extracting rich qualitative data within and between individual participants, and to
give the researcher insight into „what,‟ „how‟ and „why‟ participants think the way
they do28.

The focus groups, two of which were conducted in the regional area of Wollongong
and three in the metropolitan city of Sydney (New South Wales) were conducted
until data saturation was achieved. Participant numbers ranged from three to eight
participants per group and groups ran for approximately 90 minutes. The focus
groups were facilitated by the first author, audio recorded and later transcribed.
Thematic analysis was undertaken by the first author and one other blinded
researcher using the research objectives as key headings to structure participant
responses. Analyses were compared by an experienced senior researcher (the second
author) and discrepancies were discussed and agreed upon by the authors. In order to
obtain demographic information, participants were also asked to complete short
questionnaires.

3.4

Results

Of the 22 participants, 56% had been diagnosed with asthma since childhood.
Participants were generally middle aged (55% aged 55 years +) and well educated
(39% had tertiary qualifications). Only 35% had a current written asthma action plan.
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Most (87%) had visited the General Practitioner (GP) 3 in the last 12 months to
discuss their asthma but fewer (18%) had been hospitalised due to asthma in the
same time period.

3.4.1 Perceptions held by adults with asthma in relation to taking action regarding
„self management‟
When asked to describe the main aims and components of self management, and
without being offered a formal explanation, most participants demonstrated a good
understanding of asthma self management 8 which included written Asthma Action
Plans and managing triggers and symptoms.
“Having an [asthma action] plan and taking medication like preventatives”
(Participant, Wollongong 1).
“Knowing what your triggers are and knowing the range of medications that are
available and what is appropriate in the circumstances. It‟s having a plan of action
to know what your steps should be” (Participant, Sydney 2).

Responses about avoiding triggers evoked discussion about decidedly varied and
sometimes contradictory effects (e.g.: the use of exercise to „treat‟ asthma versus
exercise-induced asthma attacks). The assertions that triggers were highly
personalised introduced a strong theme throughout all of the discussion – that the
person with asthma knows best how to deal with the day to day circumstances they
find themselves in.
“I think you need to understand what your triggers are and the correct medication
… there are so many different medications, so many different ways you can treat it.
Really understand what kind of an asthmatic you are” (participant, Sydney 2).

Given the variations in severity, differences in triggers and the unpredictability of
attacks, asthma was seen as something quite specific to the individual and difficult to
3

In Australia, General Practitioners are medical doctors based in primary care settings.
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generalise. Responses generally provided a sense of intense personal responsibility
for sound asthma self management practices; participants did not spontaneously
acknowledge that self management comprises an alliance with GPs.
“My action plan is total self ‐awareness, and I drive what I need, I know what
medications, I know [what] the signs are, so I live my own action plan” (participant,
Sydney 2)
“I‟ve been completely committed, taking responsibility and they (GPs) want to take
responsibility for my asthma ….but she manages it episode by episode, where I‟d
like deal with the next step myself and if I‟m feeling out of control, and I‟m the judge
of that, I‟ll come and see you!” (Participant, Wollongong 2)

In cases of severe deterioration, participants expressed self blame.
“… just laziness, that‟s it. I‟ve got no reasons, the doctors are free, the medications
are cheap, I‟ve really got no excuse” (participants, Wollongong 1)

3.4.2 Perceived self-efficacy of adults with asthma in relation to their self
management
During the focus group discussions, the profiles of two groups emerged (see Figure
4.1). Firstly, the „Dutiful Activists‟ were participants who self educated by
researching new treatments, medications and local services. They were aware of
their triggers and knew how to avoid them. „Dutiful Activists‟ were strong advocates
for their own cause and, in this sense, had high levels of self efficacy. They believed
they had the skills, knowledge and confidence to be able to control things on a daily
basis and this generally came from their experiences of living with asthma for a long
time.
“I do think I am self managing… I‟ve had it long enough now to know when I need
to up the medication or go and seek help” (participant, Sydney 2)
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„Dutiful Activists‟ had a very high perception of their own knowledge and, whilst
they were regular visitors to their GPs for symptom or medication review, many
were sceptical about the interest and knowledge demonstrated by GPs and
maintained that GPs do not fully understand their experience.
“I‟ve had bad GPs in the past, ones that don‟t even look at you, just tick-tick; they
don‟t even look up from their papers” (participant, Wollongong 1).

The second group, the “Complacent Bystanders”, conceded that they were in „denial‟
or accepted that they had asthma but were quite prepared not to take action until it
posed a life threatening state. This group accepted they were susceptible, but were
not motivated to act to prevent an attack or manage symptoms on a daily basis; they
were reactive rather than pro-active patients.
“I‟m shocking. Dust storm the other day - decided to go to work… exercising,
getting off certain foods, personally I haven‟t bothered. I suppose you wait until you
are in a hospital bed thinking you had better do something about it now”
(Participant, Wollongong 1).
“Sometimes the lifestyle gets a bit lazy and so does the attitude towards preventing
the asthma as well. You get complacent and you don‟t take the medication or you let
the medication run down… hence the two times I‟ve been hospitalised” (Participant,
Sydney 3).
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Dutiful
Activists

Complacent
Bystanders

•Accepts susceptibility
•Aware of triggers;
attempts to avoid
/mange them
•Proactive in seeking
information and
medical assistance
•Strong advocates for
their own health
•Higher levels of self
efficacy

Desires social supprt

•Accepts susceptibility
•Aware of triggers; does
not attempt to
avoid/manage them
•Reactive in seeking
information and
medical assistance
•Poor advocates for
their own health
•Lower levels of self
efficacy

Desires social support

Figure 4.1 – Simple segmentation of focus group participants.

3.4.3 Negative influences on self management practices
Throughout their lived experience with asthma, a range of factors were identified by
both „Dutiful Activists‟ and „Complacent Bystanders‟ which negatively influenced
their self management practices. These were largely out of the individual‟s control –
such as other people‟s smoking, the weather, the effects of menopause and the
demands of shift work. These external factors, combined with a pattern of
unsuccessful or unrewarded attempts at self management, contributed to periods of
learned helplessness and, in turn, low self efficacy.
“The weather has been more erratic in the last couple of years; my asthma has been
more erratic too” (Participant, Wollongong 2)
“Over the years I have lost a lot of sense of smell…somebody can be near me with
really strong perfume and by the time I realise it, I‟m already in distress and require
assistance” (Participant, Wollongong 1)
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For some, there was a clear sense of despondency as a direct result of experiencing
asthma attacks despite adopting positive personal action, or being discharged from
hospital without any supported planning; these circumstances reinforced the
perception of self management strategies as being futile.
“I would love to have access to the asthma facilitator that taught me in hospital, but
then you don‟t have access once they‟ve finished with you [in hospital]… so you are
out and you just don‟t get the same understanding from your GP…” (Participant,
Sydney 2).
Similar to the sentiments expressed by „Dutiful Activists‟ regarding GPs‟ knowledge
and understanding, GPs were often seen as hindering asthma treatment rather than
being facilitators of good health, leading to feelings of cynicism.

“I don‟t find GPs always helpful. You go to a medical centre and you don‟t seem to
get your doctor... you get told he‟s not on until tomorrow, or he has 20 people
waiting for him. So, it is just a tick and flick thing… you are having problems
breathing and they don‟t even check your airflow sometimes” (Participant,
Wollongong 1).

The suggestion by GPs to implement generic self management strategies, such as
Asthma Action Plans, was sometimes seen as patronising or condescending – the
asthmatic affirming that no one knows their body or their asthma like they do.
“Since asthma patients are different from one another, you can‟t generalise”
(Participant, Sydney 3)

3.4.4 Positive influences on self management practices
The individual‟s intimate life experiences with their disease and their experiences
within the health system were the dominant influences on positive attitudes and
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behaviours. In some cases, a profound negative health experience was the trigger for
ongoing good management strategies:
“I‟ve had asthma attacks that severe I‟ve had to be put on a drip and have the
oxygen mask as well as pills... steroids or something....you can die pretty easily from
it. (Participant, Wollongong 1)
“I don‟t want to die like my cousin and uncle from an asthma attack” (Participant,
Wollongong 2)
Finding an “Asthma Friendly” Doctor was also suggested as a facilitator to good
management practices.
“Once you get a doctor that is a good doctor, someone that takes an interest in you
[your asthma] they can follow through and if you can get that, then that really is a
plus” (Participant, Wollongong 1)

One of the most important influences on positive self‐management was knowing
one‟s triggers, and having a plan for dealing with escalating symptoms. Again, a
strong sense of personal responsibility was reflected in the participants‟ responses.
“Being aware of your symptoms” (Participant, Sydney 2)
“... my instinct, how I‟m feeling” (Participant, Wollongong 2)
“...trust your own knowledge of your body” (Participant, Sydney 1)

3.4.5 Factors likely to effect the future uptake of and adherence to asthma self
management strategies
The concept of „no one understands an asthmatic but another asthmatic‟ was further
perpetuated by intense feelings of isolation and the perceived public stigma of being
a person with asthma. When asked directly, “If there was one thing you would like
48

to enable you to self manage better, what would it be?” the majority of participants
expressed the need for social support such as support groups – clearly a gap in
service provision for people with asthma.
“I prefer to sit around face to face. I can read, but face to face you can share things
and help” (Participant, Wollongong 1)
“Having an open forum with people who are familiar with your condition and can
give hints is probably more valuable than the latest medication quite frankly. You
don‟t have this conversation with friends and family…my health, certainly in my
workplace and with my friends is a very personal thing and I see it as a weakness so
I don‟t talk about it” (Participant, Sydney 2).

The perceived lack of awareness about asthma held by the general public was
concerning for some participants. They expressed anxiety over the possibility of
having a severe asthma attack in a public place and bystanders not knowing what to
do.
“Sometimes I think everyone else needs to be educated as to the needs of an
asthmatic…maybe a public campaign to make people more aware” (Participant,
Wollongong 2).
Participants also expressed a social stigma around being „sickly‟ or „weak‟ which
affected them either directly (e.g., not taking medication in public) or subtly (e.g.,
perpetuating an attitude of cynicism and despair).
“Some people even as an adult are embarrassed to admit that they have asthma and
don‟t take their medication when they need to…or try and find somewhere to hide”
(Participant, Sydney 1)

3.5

Discussion

The present study describes issues pertaining to asthma self management practices
from the perspective of a group of adult patients. How the patient views asthma self
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management, the impact of triggers, and the influence of others have been
highlighted in a complex array of concerns for asthma patients.
Importantly, within SCT, behavior is influenced by the dynamic relationship that
exists between the constructs. Interactions between the person, the environment, and
behavior have a continuing and fluid effect on one another. This interaction is
known as reciprocal determinism and asserts that a change in one has implications
for the other 29.
The following sections explore the reciprocal determinism of the SCT constructs as
they relate to the results of this study.
3.5.1 The person and behavior
This interaction relates to the impact one‟s thoughts have on the processing of
information, the importance given to such information and how information and
experience shapes one‟s reality 30. This is important as previous studies in asthma
self management have demonstrated that improvements in self efficacy help to
reduce asthma morbidity 31-33. Understanding the role of self efficacy can provide
some insight as to different starting points from which to engage asthmatics in self
management techniques. „Dutiful Activists‟ with higher levels of self efficacy,
similar to the ones in this study, may benefit from opportunities for self-reflection
and reinforcement of knowledge and skills. Whereas „Complacent Bystanders‟,
whose low collective efficacy manifested in despondent attitudes and poor self
management behaviors as evidenced by those in this study, may benefit from
observational learning to enhance their behavioral capability.
These principles were fundamental to Lorig‟s pioneering work in developing
Chronic Disease Self Management Programs7. The use of lay tutors and peer
educators, for example, built on the concept of learning through vicarious experience
and provides an opportunity for self reflection and learning new skills via modeling
and comparison to others; a key factor in developing self efficacy34. Based on the
results of this qualitative study, this style of asthma education and support would be
well received amongst adults with asthma.
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3.5.2 The person and environment
The second interaction of SCT is that between the environment and the person and
how these external factors constantly inform and reform a person‟s experience. In
the present study, indoor and outdoor physical environments affected behavior
almost exclusively in relation to managing asthma triggers. Knowledge of how dust
mites, cleaning agents, mould, pollen, pollution and other environmental elements
triggered asthma attacks played an important, yet relatively simple, role in asthma
self management. In other words, learning what triggered or induced asthma attacks
was a relatively straightforward concept for individuals to understand and most
(„Dutiful Activists‟) employed strategies to live within the constraints of their asthma
triggers. However, the inability of some participants („Complacent Bystanders‟) to
accept their limited control over aspects of the environment also lead to learned
helplessness and lower levels of self efficacy.

More complex was the makeup of the social environment and the role of social
networks in this study. The positive correlation between social support and self
management outcomes for many chronic diseases has been widely documented. For
example, Anderson and colleagues35 found that social support was a precursor to self
efficacy and that family support in particular was a strong predictor of successful self
management outcomes. Social support has also been found to be a key factor
associated with a more positive attitude, enhanced motivation and better daily asthma
self care36. The transferrable benefits to participants of this study are no different;
the desire for social support (e.g. support groups) was clear and could help to curtail
the collective sense of isolation. In addition to the potential improvements in self
efficacy by active participation, there is also evidence that mere knowledge of
available services can lead to increases in self efficacy37.

In seeking to identify perceived barriers to self management practices, the results of
this study suggest that the relationship between the person and the social
environment is perhaps the strongest influence on reciprocal determinism and central
to the formation of experiences, attitudes and opinions about self management.
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3.5.3 The environment and behavior
The final interaction of SCT constructs relates to the interaction between the
environment and a person‟s behavior. Like many health promotion programs and
policies which recognize the social determinants of health38, SCT asserts that
learning and behavior change need environmental support to be sustained 39. Smoking
cessation for example has been enhanced by a range of environmental measures such
as smoke free public environments and increased taxation38. Two elements of the
supportive environment that were identified by this study as being deficient were that
of social support (previously discussed) and support from GPs or outpatient services.
Patients‟ perceptions of the lack of interest and knowledge shown by GPs in their
asthma are a notable barrier for successful self management; indeed the need for
health professionals to engage with patient perspectives, beliefs and concerns about
their asthma has been highlighted in other studies40-42. In an observational study of
behaviours and communication skills of GPs, Braido and colleagues have suggested
that GPs tend not to encourage patients to express doubts, expectations or concerns43.
Neither do they ask directly – patient responses in a qualitative study 44 expressed
frustration and confusion regarding communicating with their GP. “Clinicians ask
about what they believe is relevant and, and patients reveal what they believe the
clinician wants to know…” 44(pg 196), leading to a relationship based on
assumptions and potentially, inaccurate self management practices.
One of the most important elements repeatedly highlighted in the current self
management literature is the importance of communication and shared decision
making between the patient and the GP 45-48. Whilst there is agreement on the need
to improve communication (and a sense of partnership) to enhance health outcomes,
the results of this study suggest that the attitudes and perceptions of both parties
regarding self management is an area for further investigation.
GPs are well placed to facilitate a healthy alliance in the education and monitoring of
self management strategies and yet the participants of this study did not view them as
a useful resource or constructive part of their healthcare. GPs themselves have also
struggled with this concept in Australia where there has been limited success in
adopting self management approaches within general practice or with engaging
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external services49. The relevance of implementing self management programs in
general practice is acknowledged by GPs and many attempts have been made to
integrate such programs into Australian general practice and to enhance referral
pathways to other providers of self management support 42, 49. Yet there are many
barriers, not least of which is the “uneasy fit between the approach required to
develop self management skills and the traditional more directive approach of
clinical practice”49(pg S19).
Finally, SCT accepts the reciprocal influence of the person on the environment and
that environment does not serve to modify behavior all of the time. Whilst asthma
triggers are a factor in the physical environmental, a person‟s response to them is a
behavioral one. In the present study, asthma triggers influenced the behavior of the
„Dutiful Activists‟ who took measures to avoid them, whereas the „Complacent
Bystanders‟ did not; the same stimuli can have a different response in different
people, or the same person at different times30.
3.6

Limitations

Potential bias is recognized in this study‟s recruitment method as the sample‟s
subscription to the asthma newsletter suggests that they have an interest in learning
more about their disease and/or are reasonably engaged with their disease. This may
be a particular subset of the asthmatic population compared with adults in the general
community.
3.7

Conclusion

Previous studies provide evidence that adults with asthma are aware of asthma self
management strategies, yet the uptake of these strategies remain low in Australia.
Our study provides insight into the complexities of implementing self management
strategies from the perspective of a group of adults with asthma and within the
competing personal, social and environmental influences of their lives. The findings
of this study suggest that two methods of enhancing self management outcomes
would be the provision of added support services and the active engagement in self
management principles by GPs and other health professionals. The availability of
“asthma friendly” GPs who genuinely engage with their individual story is a matter
of concern for many patients, who also appear to perceive a lack of social and
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community support for adults with asthma. Provision and expansion of these support
services has the potential to advance the skill and self efficacy of adults who are self
managing their asthma.

Further, SCT provides a helpful framework for understanding the reported behavior
of a person living with asthma and in identifying different approaches which may
better meet the changing needs of the patient. „Dutiful Activists‟ and „Complacent
Bystanders‟ may benefit from GPs and other health professionals being attentive to
the variance in self efficacy levels and thus, different starting points for patient
education and review (further reinforcing the call for clinicians to better understand
the patient perspective). For both „Dutiful Activists‟ and „Complacent Bystanders‟,
creating and maintaining supportive environments to facilitate good self management
practices is a critical element to support traditional (medical) asthma self
management recommendations.
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Appendices G-J apply to the research outlined in this chapter.
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4.1

Abstract

Psychosocial issues are recognised as important in the management and care of
people with chronic illness, including asthma. There is limited research specifically
examining the impact of stigma on people living with asthma, but the few studies
that do exist have found that stigma is associated with higher morbidity. Our
hypothesis is that the stigma felt by people with asthma creates a barrier to effective
self management practices (which work toward improving asthma control). A cycle
of interrelated psychological and physical health factors may emerge, making asthma
self management harder to address. The objective of this study was to determine
whether adults with asthma experience feelings of stigma due to their condition and,
if so, how this effects their asthma self management. A web-based survey using
accepted measures of asthma control and stigma was designed and implemented.

A

total sample of 72 participants was obtained using a snowball recruitment technique.
Results demonstrated a positive and significant relationship between asthma control
and feelings of stigma, suggesting that people with higher asthma morbidity feel
higher levels of stigma. Further research into the impact of stigma on asthma patients
is required to further enhance our understanding of patients‟ self management
practices and to inform future strategies.
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4.2

Introduction

Asthma is one of the most common chronic conditions in Australia1. It is
distinguished by recurrent attacks of breathlessness and wheezing due to
inflammation of the air passages in the lungs2. Australia‟s prevalence rate for asthma
is 10% and the mortality rate (cause of death for 411 Australians in 2009) is high by
international standards3. Asthma ranks fourth in chronic disease prevalence among
Australians, after hypertension (16%), arthritis (15%) and long term mental health
conditions (11%), with diabetes rounding out the top five (4%) 4.
Chronic diseases impose a substantial burden on the health system and contributed
82.5% of the total recurrent health expenditure in Australia in 2000-015. A key
feature of living with chronic disease is the need for patients to „self manage‟: to treat
and, where possible, manage risk factors; to adhere to medication regimens; and to
access health services to control their condition6,7. Despite the evidence of the
benefits of asthma self management (particularly tailored self management
education) for asthma control8,9, the uptake of self management strategies is poor in
Australia3,8 and internationally10,11.
One proposed reason for the low uptake of self management strategies is that they
are designed and driven by health professionals using traditional medical or
educational approaches12,13. The patient perspective – their lived experience – should
also be valued and understood in order to better engage patients as active participants
in their health care14-17. The poor translation of knowledge (the purpose of patient
education) into practice (and better asthma control) suggests that there are other
factors, such as psychological factors, that influence asthma patients‟ perceptions of
their condition and thus, their self management behavior. This paper considers
psychological factors, specifically feelings of stigma, which impact on self
management practices of people with asthma.

4.2.1 Asthma and Stigma
Psychosocial factors have long been associated with asthma18-20. Now refuted as one
of the potential causes of asthma21,22, psychological determinants were the focus of
research attempting to explain the etiology of asthma for many years in the early
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1900‟s23,24. Historically, asthma was viewed as a result of nervousness and hysteria
and the disorder was perceived as a symptom of mental unrest and
psychoneurosis25,26. It is perhaps not surprising then that stigma (the negative
evaluation of an individual based on perceived undesirable attributes27) has been
associated with asthma for many years28. The work of researchers such as
Sibbald24,29 and Snadden and Belle Brown28,30 examined the experience of stigma in
asthma patients over two decades ago; with the former in particular identifying issues
such as non-disclosure, self blame, and embarrassment over medication use in
public24,29.
Surprisingly, since that time, there has been limited research specifically examining
feelings of stigma among people living with asthma, but the few studies that have
been conducted have found stigma to be associated with higher morbidity18,23,29. Of
concern is a recent European study31, in which 22.5% of participants (230 of 1022)
expressed feelings of stigma regarding the taking of asthma medication in public,
perhaps indicating that little has changed on this aspect of asthma-related stigma. The
media potentially also perpetuates the social stigma of asthma. A recent content
analysis of US newspapers found over 28% of articles contained a stigma cue,
serving to isolate and shun people with asthma32 and a content analysis of 66 US
movies found that of movies showing asthma scenes, over 17% portrayed characters
with asthma as „wimps‟ or „social outcasts‟. 33
Based on this paucity of information in the recent literature, we believe that the issue
of stigmatization and the person with asthma warrants further investigation. The
purpose of this paper, therefore, is to re-instate a critical awareness and
understanding of the effects of stigma, which may be a barrier to effective asthma
self management. If asthma control is impacted by feelings of stigma, research
insights may inform or enhance current self management education approaches. If
multi-disciplinary asthma educators are aware of the effects of stigma on patients‟
perceived ability to effectively self manage, they will be better positioned to tailor
their approach to patient self management education and support. We sought to
measure the extent of feelings of stigma in a population of adults with asthma using a
cross sectional research design.
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4.3

Method

Following ethics approval from the University‟s Human Research Ethics Committee,
a 25 item web based survey was implemented using the survey provider Survey
Monkey (www.surveymonkey.com.au). The survey was emailed to a convenience
sample of 135 individuals whose details were available to the authors from their
involvement in previous asthma research. While some email addresses were invalid
or incorrect (n=24), successful recipients were asked to forward the survey link to
other adults with asthma (snowball sampling34). A participant information and
consent screen was viewed, and informed consent was obtained when participants
clicked a button to indicate they had read the information and wished to begin the
survey. The survey remained „live‟ for five weeks during Apr-May 2012.

4.3.1 Survey Tool
Measures of asthma control were obtained using the Royal College of Physicians
(UK) „3 Questions‟ (RCP3)35, the most widely used measure of asthma control in the
UK. This measure was chosen since there is no universal agreement as to the best
standardized method to assess asthma control (the Global Initiative for Asthma, in
fact, lists four reliable tools36) and because it has been evaluated against validated
tools, such as the Asthma Control Test 37 and the Asthma Control Questionnaire38,
demonstrating both clinical accuracy and easy practical use 39,40. The RCP3 tool was
chosen, over these other scoring systems, due to the low burden on participants (see
Table 1) and its proven reliability in identifying asthma control in primary care 39.
Since there is no existing tool designed to specifically measure asthma related
stigma, measures of stigma for this study were obtained by adapting 19 items of The
Stigma Scale for Mental Health (originally 28 items).41 This stigma scale, originally
designed to reflect the lived experience of stigma in mental health patients, contained
three factors (sub-scales) underlying the complexity of stigma: (1) disclosure by the
patient about their condition, (2) discrimination felt by the patient as a result of the
condition, and (3) perceived positive aspects of the diagnosed condition.
Additionally, The Stigma Scale for Mental Health was of particular interest to us
because it has also been tested against the validated Self Esteem Scale42 confirming a
negative relationship between self esteem and feelings of stigma. This was an
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important feature to recognize in the context of asthma self management due to the
role of self esteem in the development of self efficacy43.
Finally, in addition to the RCP3 survey questions and the 19 stigma related questions
in the online survey, participants were asked questions about their physical and
mental health. These physical and mental health questions were obtained by using
the Short Form 12 Item Health Survey Questions (SF-12)44.

4.4

Measures of asthma control, stigma, physical and mental health

Asthma control, using the RCP3 tool, was assessed according to the participant
responses to the survey questions (where 3 responses of „Yes‟ = high morbidity, 2 =
medium morbidity, 1 = low morbidity and 0 = under control).
Stigma was assessed using the adapted 19 item stigma scale. The likert scale scores
were transformed in order to treat stigma as a dichotomous variable (agree or
strongly agree to stigma items = felt stigmatized; disagree or neutral response = did
not feel stigmatized). Summing these items enabled us to distinguish four
categorical classifications of perceived asthma-related stigma (i.e. no, low, medium
and high stigma).
Physical and mental health scores were calculated using the SF 12 scoring
demonstration (http://www.sf-36.org/demos/SF-12.html). Scores of 50 were
considered „normal‟. Scores of 40 or below indicated poor health while scores of 60
or above indicated good health.

4.4.1 Data Analysis
Statistical analyses were carried out using SPSS version 19.0 for Windows 2007.
Analysis of variance (ANOVA) was performed to analyze whether perceptions of
stigma were different depending on asthma control (high morbidity, medium
morbidity, low morbidity and under control). Then ANOVA was performed to
determine whether physical and mental health scores differed between morbidity
categories. Post hoc analyses, using Bonferroni (α of .05), were used to specify the
pattern of relationship between the variables of interest (asthma control and stigma;
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and stigma and asthma control). Pearson‟s correlation was performed to analyze the
strength of the association between stigma and physical and mental health scores.

4.5

Results

4.5.1 Participant Characteristics
A total of 72 participants (19 male, 53 female) with a mean age of 32.9 years (SD
14.8) completed the survey; the sample was reflective of an educated, homogenous
population of adults with asthma. Most (n= 56, 78%) were born in Australia and
spoke English at home (n = 68, 95%) with 49% (n = 35) having university
qualifications and 47% (n = 34) having a combined household income of >
AU$70,000.

Nearly half (n = 34, 49%) of the participants had been living with asthma since
childhood, and a further 38% (n= 26) had been diagnosed more than ten years ago.
Hospitalizations in the previous twelve months due to asthma (acute exacerbations)
occurred at least once for 14% (n= 10) of the sample.

4.5.2 Morbidity
Participant responses to the RCP3 questions are reported in Table 5.1. Overall, 23%
of participants‟ asthma was under control. However the largest proportion of the
sample (35%) had high morbidity, 16% had medium morbidity and 26% had low
morbidity (see Table 4.2 for descriptions of asthma control).
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Table 4.1 Royal College of Physicians 3 Questions Responses
In the last month:

Frequency

Valid
Percent (%)

1

2

Have you had difficulty sleeping because of

Yes 32

46.4

asthma symptoms (including cough)?

No 37

53.6

Have you had your usual asthma symptoms

Yes 51

73.9

during the day (cough, wheeze, chest tightness

No 18

26.1

Has your asthma interfered with your usual

Yes 29

42.0

activities (e.g.: housework, work, school, etc.)?

No 40

54.1

or breathlessness)?
3

Table 4.2 GINA levels of asthma control
Category

Description of Common Characteristics

Under Control

No nocturnal waking
No activity limitation
Symptoms experienced not more than twice per week
Reliever medication used not more than twice per week
Normal lung function, no exacerbations

Medium Morbidity

Some nocturnal waking
Some activity limitation
Symptoms experienced more than twice per week
Reliever medication used more than twice per week
80% of predicted or personal best lung function, some
exacerbations over a year

High morbidity

Three or more of the above features experienced in any
one week.
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4.5.3 Stigma
Only 9 respondents reported feeling no stigma (14%). The majority of respondents
(n = 33, 51%) reported low stigma. Medium levels of stigma were reported by 14
respondents (21%) and high levels by 9 respondents (14%). Of the 19 stigma items,
the most frequent items answered in the affirmative was “Having asthma has made
me a more understanding person” (n= 24, 32.5%); “I would have had better chances
in life if I had not had asthma” (n = 15, 23%); and “Having had asthma makes me
feel that life is unfair” (n = 8, 11%). These responses span all of the sub-scales;
positive aspects, disclosure and discrimination respectively.

4.5.4 Physical and Mental health Scores
While 72 participants completed the survey overall, only 61 provided data on
physical health (on a scale of 24 to 60, M = 47) and mental health (on a scale of 21 to
65, M = 49). Fourteen participants (23%) recorded clinically low physical health
scores (≤40 on SF12). A different 14 participants (23%) recorded clinically low
mental health scores (≤40 on SF12). Only three participants (5%) recorded both
clinically low mental and physical health scores. There were no participants who
recorded both clinically high (≥60 on SF12) mental and physical health scores.

4.5.5 Stigma and Morbidity
ANOVA analyses indicated that feelings of stigma differed significantly between the
four asthma morbidity groups (F (3,61) = 3.46, p = .02, eta²=.15). The post hoc
tests indicated that participants reporting high morbidity (M= 47.52; SD = 13.42) had
higher feelings of stigma than those who reported low morbidity (M= 38.29; SD =
8.53; p = .04). Furthermore, participants reporting high morbidity (M=47.52; SD =
13.41) also appeared to feel more stigmatized than those who considered their
asthma to be „under control‟ (M = 38.47; SD = 7.25), but this trend did not reach
significance (p = .07). No other significant differences emerged from the Bonferroni
comparison.
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4.5.6 Relationships between Stigma and Physical and Mental Health
The ANOVA analyses indicate that individuals experiencing high asthma morbidity
had poorer overall physical health, (F (2,57) = 5.48, p = .007 n² = .161) than those
with medium or low morbidity or well controlled asthma. The Pearson correlation
also revealed negative relationships between stigma and physical health score, R =.41, p = .001 (R² = .17) and stigma and mental health scores R = -.23, p = .045 (R² =
.05) such that those participants reporting higher levels of stigma were more likely to
report poor physical and/or mental health.

4.6

Discussion

In this study population, our results firstly confirm that the majority of adults with
asthma have poor control over their chronic condition; a finding consistent with
many other studies8,45,46. Our results also confirm that poor asthma control (high
morbidity) is significantly associated with feelings of stigma. A similar finding was
reported in a study of patients with irritable bowel syndrome, where individuals with
greater levels of „flare ups‟ reported greater levels of perceived stigma47. The
patient‟s reaction to stigma (such as non-disclosure, denial, or trying to be „normal‟)
can be detrimental to the long term health outcomes of people with chronic illness 48.
Furthermore, the potential negative effects on the patients‟ levels of self efficacy and
ability to effectively self manage is cause for concern.
In a study of stigma and Hepatitis C49, stigma was found to create barriers to
accessing health services and social support, while a study examining stigma and
epilepsy50 also highlighted barriers to social support and the detrimental impact on
self efficacy and self management. This compounds the effects of stigma in people
with chronic illnesses which include psychological distress, depression, anxiety and
increased risk of advanced disease51. Our results support these findings,
demonstrating a relationship between stigma and mental health. Psychological
conditions such as depression and anxiety are common co-morbidities associated
with asthma, and many studies underscore the detrimental impact this has on
patients‟ adherence to self management strategies52-55.
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Our results indicate that stigma is still an issue for adults living with asthma. Other
studies have determined a negative relationship between perceived levels of stigma
and self efficacy56,57. If this is also true for asthma patients, then asthma-related
stigma is potentially an important barrier to effective self management practices –
and an important factor for asthma self management educators to be aware of in the
context of supporting patients‟ efforts towards asthma control.
Physical health outcomes were also found to be negatively associated with stigma in
our study. People living with asthma are known to have poorer quality of life than
those without asthma, impacting on overall physical functioning as well as the ability
to fulfill social roles58. Sturdy and colleagues59 have suggested that severe asthma
may „give rise to psychosocial or health behavior problems which reduce the quality
of care… setting into motion a vicious spiral of increasing severity interacting with
psychosocial adversity‟ (p. 1038). Insights from this study identify stigma as a
common variable which affects both physical and mental health status and is
interrelated with poor asthma control. Redressing the impact of stigma could
therefore have beneficial health outcomes for people living with asthma.

4.6.1 Implications for Practice
Stigma has harmful implications for patient self management due to its effect on self
efficacy, and the obstacles it places on patients‟ social relationships and access to
healthcare. The unfortunate implications of this are increased morbidity and a
reduced quality of life60.
In order to reduce stigma, strategies such as peer support and social marketing are
well placed to address some of the problems highlighted in this paper. Peer support
programs provide emotional and social support for patients and have a demonstrated
capacity to enhance self efficacy and promote positive health outcomes 61,62. On a
broader scale, the consumer-oriented approach of social marketing63 provides an
effective framework from which to overcome systemic effects of stigma. As has
been attempted for mental health stigma for example64, social marketing has the
capacity to target multiple audiences (patients, health care providers, and the general
public) to re-educate and better inform people of the reality of chronic disease.
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Stigma also has implications for the way in which health professionals engage and
communicate with adults with asthma. There is evidence to suggest that patients
anticipate stigmatizing treatment from within healthcare settings60. They therefore
avoid accessing services, which affects their symptom control and quality of life 60,65.
Health professionals should be aware of the potential barrier that perceived stigma
creates for patient health care access as well as being mindful of their individual
approach to patient care. Asthma self management education demonstrates clinical
improvement in asthma outcomes9 - educators and education programs that build self
efficacy through encouragement, reinforcement, reassurance and feedback are
amongst the most effective66,67. It is these same elements through cognitive
behavioural interventions which reduce psychological co-morbidities associated with
asthma52,55. Further understanding of psychosocial factors for patients, including
feelings of stigma, could substantially influence the patient-provider relationship to
better reflect the lived experience of adults with asthma.

4.6.2 Implications for Research
While various psychosocial aspects of the person living with asthma (e.g. panic and
fear) have been given reasonable attention from researchers and clinicians 68,69,
research into the impact of stigma seems to have lapsed somewhat over the past two
decades. Since we have demonstrated that there is a relationship between asthma
control and stigma, then a repeated measures survey or longitudinal design may
provide data able to discriminate elements of causation.

We also suggest that the

relationship between asthma control and stigma is potentially bi-directional and that
further inquiry is required. For example, obvious symptoms of asthma and public
exacerbations (degree of asthma control) may increase perceived feelings of stigma –
feeling stigmatized may deter public medication use, and harm asthma control.
Further research is also needed to better measure the prevalence and effect of stigma
in people living with asthma. The four „P‟s‟ of social marketing are a useful
framework which could potentially help articulate and address this barrier to
effective asthma self management. By understanding the target audience‟s
perceptions about the product (asthma self management) and price (stigma, for
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example), social marketing can potentially offer solutions after consideration of place
(such as health care settings) and promotion (such as social network, or media
campaigns).
The same principles can be applied to research investigating different forms of social
support such as online blogs, peer support groups, social activities or one on one
support from health professionals. Consumer orientated opportunities which provide
relevant and accessible social support require further exploration to redress issues of
isolation and low self efficacy.

4.6.3 Limitations
In this preliminary research, the sample size of our study limits the generalizations
we can make in regard to the impact of stigma and the interrelationship between
asthma control and stigma. Intuitively, however, the results lend themselves to
further investigation. Our cross sectional design is limited in that the nature of
asthma control/exacerbations is fluid for most patients. Also, our sample is
homogenous by nature reflecting an Anglo-Saxon, educated middle class; vulnerable
groups such as lower socio-economic populations, older adults or people of
Aboriginal and Torres Strait Islander descent were not captured by this recruitment
method. These groups are also likely to experience stigma from other sources 70, not
just their asthma, making them a complex yet highly important target for future
research.
The very small proportion of males in the sample precludes us from making any
specific observations about similarities or differences between genders. Also, our
study design assumed participants had competent levels of health literacy and
computer skills.

4.7

Conclusion

The results of this study reveal some clear trends regarding the impact of stigma on
the overall health of people with asthma. We found that high morbidity is associated
with greater feelings of stigma although the direction and nature of this relationship
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is unclear.

Further, our results demonstrate a concerning relationship between

stigmatization and poor physical and mental health.
Further research is needed to fully understand the consequences of stigma for people
with asthma. With greater understanding, healthcare providers will be able to better
design campaigns to reduce stigma, better advocate for those with chronic conditions
and devise better self management programs which take into consideration the
beliefs and perceptions of individuals affected.
The translation into practice therefore must encapsulate social and psychological
aspects of patient care which complement medical treatment. Social/peer support
and tailored self management education can help to redress issues of stigma and
build a supportive environment for people with asthma.
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5 DISCUSSION AND CONCLUSION
5.1

Introduction

While asthma self management recommendations from The Asthma Management
Handbook (2006) constitute good disease management from a healthcare point of
view, the concept of self management from the patient perspective can mean
„different things to different people‟ (Sawyer and Aroni, 2005). This research
identified limitations of current asthma self management strategies by examining the
lived experiences of adults with asthma. It is this patient perspective which offers
the main contribution to the field of asthma self management provided by this thesis.

The purpose of this concluding chapter is to provide a summary of the reported
results, outline how this research contributes to the current understanding of asthma
self management of adults in Australia, and provide recommendations for further
research and future practice. These recommendations support the use of a social
marketing framework to research and develop future asthma self management
strategies. Social marketing is the application of commercial marketing techniques
to design, implement and evaluate programs which aim to improve personal social
elements (such as health and welfare) through the adoption of voluntary (health)
behaviour change (Andreasen, 1995). Social marketing theory is driven from the
consumer perspective and, as such, it is an appropriate theory to harness when
considering the wants and needs of adults with asthma, rather than being dominated
by what clinical guidelines suggest that they do in order to improve their asthma
control.

The findings reported in previous chapters provide preliminary answers to the five
research aims of this project. In general, adults with asthma did not perceive asthma
self management strategies as being personally relevant to their asthma condition,
nor to their lifestyle. GPs were considered a key factor which could influence their
attitudes and practices towards self management. Depending on the quality of care
received and the perceived relevance of the care to the patients‟ condition, GP‟s were
viewed as either a facilitator or barrier to effective self management practices.
Feeling socially supported and included was identified as a facilitator of self
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management and, conversely, a lack of social support and inclusion was identified as
a negative influence on self management behaviours. Finally, patients‟ perceived self
efficacy levels (which were variable) were directly linked with factors likely to effect
the future uptake of and adherence to asthma self management strategies; that is,
strategies which build self efficacy are more likely to result in better asthma control.

The literature review (Chapter 3) initially established the current understanding of
asthma self management theory and practice and provided some insight into the
known barriers to asthma self management. Central to this was the need for asthma
self management strategies to better reflect patients‟ perceptions and beliefs
regarding their chronic condition and the importance of the patient-provider
relationship.

Using Social Cognitive Theory, the results of the qualitative component of this
research (focus group research in Chapter 4) highlighted the influence of the
physical, social and healthcare environment on the individual‟s self efficacy levels,
and thus, their perceptions and beliefs about asthma self management. One of the
most interesting themes to emerge from this qualitative research was the perception
of asthma related stigma, which was subsequently investigated with a cross sectional
survey (reported in Chapter 5). This subsequent study explored the potential impact
of asthma related stigma, and highlighted the importance of sound psychological
management as a factor for efficacious asthma self management.

Overall, and across all studies included in this thesis, it was psychosocial themes, not
medical factors, which emerged as areas to be improved in order to facilitate better
health outcomes for adults with asthma. The three most significant and overarching
findings were the importance of self efficacy, patient engagement and a supportive
environment. Programs which address these elements have a capacity to effect the
future uptake of asthma self management strategies.
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5.2

Self Efficacy

In order to be good self managers, patients with chronic conditions such as asthma
require self efficacy; the confidence in their abilities to make decisions and engage in
behaviour which will maintain good asthma control (Bandura, 2000). Behavioural
change theories have a significant role in informing social marketing programs
(Maibach et al., 2002). The application of Social Cognitive Theory helped to explain
why adults with asthma think and behave the way they do in relation to asthma self
management, and also revealed some valuable insights regarding the variability of
self efficacy levels. The qualitative results reported in Chapter 3 concur with current
literature (Chapter 2) which emphasised the importance of self efficacy to bring
about positive behaviour change.

What the focus group study added, however, was the suggestion of audience
segmentation, a key construct of social marketing theory, as an approach towards
enhancing self efficacy in asthma patients. Audience segmentation recognises that
not all patients with asthma will be alike. The attitudes and perceptions of the
„Dutiful Activists‟ and the „Complacent Bystanders‟ were different. This suggests
that each group would potentially respond to different methods of education,
motivation and support. The price of poor asthma control and the benefits of self
management behaviours are not universal; segmentation is one approach to
consumer-orientated (patient-centred) care which could be applied to asthma as it has
been to other health conditions (Slater et al., 2006, Rimal et al., 2009).

Gilkey and Garcia (2010) list four aspects of self efficacy theory which should be
applied to enhance behaviour. These are skill mastery (such as inhaler technique or
using peak flow meters), reinterpretation (such as understanding changes in
symptoms and applying relevant steps in a written asthma action plan), modelling
(such as inhaler demonstrations) and social persuasion (such as the support provided
in peer support groups to make behaviour change). The settings and methods in
which self efficacy can be fostered in patients are therefore important, as was
demonstrated in the themes revealed in this thesis regarding patient engagement and
the need for a supportive environment.
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5.3

Patient Engagement

The National Asthma Council of Australia (2006) states that asthma self
management requires an active working partnership between the patient and the
health care provider. This relationship is important to monitor medical symptoms
(regular review is a key recommendation of the Australian Asthma Management
Handbook), and enable the patient with asthma to increase their knowledge,
confidence and skills to effectively control their asthma (self efficacy, discussed
previously). Yet, many studies demonstrate a disparity between patients and their
treating health professionals in relation to understanding asthma self management
and asthma control; and many of these point specifically to communication flaws and
inconsistencies (Braido et al., 2011, Newcomb et al., 2010). This was also reflected
by the focus group results presented in Chapter 4 where many participants did not
feel supported or cared for by their GPs or the health system in general. The
literature review in Chapter 2 highlighted problems with health literacy as a key
barrier to patient communication and self management and, finally, the quantitative
data in Chapter 5 suggested that greater consideration of the effect of stigma could
potentially improve self management outcomes.

This thesis supports other research which acknowledges that patient engagement and
patient centred care needs to be relevant and meaningful within a patient‟s day to day
life (Vincent et al., 2006, Goeman et al., 2002, Walters et al., 2003). However, it is
the introduction of social marketing theory where this thesis attempts to differentiate
between the general recommendations and, importantly, how to approach them. The
„tailoring‟ of health programs and messages is central to engaging patients in
behaviour change (Lorig and Holman, 2003, Gilkey and Garcia, 2010). Constructs
of social marketing can also be applied to health professionals as the target market
when considering how best to effect their own behaviour in order to improve patient
centred care.

5.4

Supportive Environment

The interaction with the social and physical environment has been highlighted as one
of the most integral components of adult asthma self management in this thesis.
Further, environmental factors are strongly interrelated with self efficacy and patient
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engagement, which have already been discussed in relation to enhancing adult
asthma self management.

The nature of the environment could be viewed as either a barrier or a facilitator of
effective self management. For example, while the perception of a social stigma in
the community was associated with poor asthma control, the role of social support
(from peers or family) was viewed by patients as valuable in helping them manage or
cope with their condition. The central role of the environment was described in
detail in Chapter 4 where the triadic relationship between the environment, the
patient‟s cognition and the patient‟s behaviour (SCT) were explored. In this chapter,
the strength of the social environment (social support) in building self efficacy was
clear, as was the effect of the healthcare environment (patient-provider relationship)
in self management education and regular medical review. Health literacy was also a
factor (linked to self efficacy and patient-provider communication) pertinent to
creating a supportive environment.

The impact of stigma in the broader environment was further investigated in the
quantitative study in Chapter 5. Since focus group participants expressed a feeling of
being perceived as „sickly‟ and „weak‟, and this is perpetuated in the media (Johnson
et al., 2011, Clark, 2012), the survey was designed to investigate whether stigma is
potentially a barrier to effective self management. The results confirmed an
association between felt stigma and asthma morbidity, and between felt stigma and
physical and mental health. In relation to creating a supportive environment, the
results presented in Chapter 5 are also concerning given that stigma is known to have
an effect on help-seeking (Earnshaw and Quinn, 2011), perhaps because of fear of
discrimination by health service providers (Byrne, 2001).

5.5

Implications for Practice

This thesis has highlighted implications for health professionals on both an
individual level (patient centred care and education) as well as a structural level
(aspects of the health care environment such as referral processes, understanding and
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use of recommended asthma self management practices, and the perception of
stigma).

Throughout this thesis, recommendations have been made for health professionals to
review their style of patient engagement, communication and education skills and be
mindful of how asthma fits into the broader picture of patients‟ lives. Health
professionals who take the time to empathise with patients and explore their
perceptions, beliefs and behaviours regarding asthma self management (a
participatory style) contribute to their patients‟ health quality of life and improved
asthma control (Adams et al., 2001). A social marketing approach can provide an
alternative to a medical approach to facilitate such outcomes.

Social marketing has been successfully applied to many health areas requiring
behaviour change (e.g.: breast cancer screening, skin cancer prevention and early
detection) including complex areas such as tobacco control and smoking cessation
where programs and policies have targeted multiple key players in the issue; tobacco
companies, smokers, advertisers and governments. Using the marketing mix (4 P‟s),
health professionals can be guided through various scenarios of asthma self
management from the patient perspective.

For example, in order to improve the usage of written asthma action plans (product),
the results of this research suggest that the way in which patients are introduced to,
or „prescribed‟ a WAAP, generally through general practice (place), is in need of
review and further support. This is particularly important given that there are time
and monetary costs for both GPs and the patient (price). Furthermore, the low value
placed on WAAPs by GPs has the potential to denote a practice not worthy of
adoption (price). Finally, the use of WAAPs and understanding of their purpose
requires a consistent approach (promotion); across health services such as GPs,
pharmacists, asthma or practice nurses and tertiary emergency departments.

5.6

Implications for Research

The preceding chapters have identified a need for better patient centred care, ideally
directed from the patient perspective. Further, chapters have acknowledged the
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„good fit‟ between the complexity of asthma self management and the consumeroriented approach to voluntary health behaviour change that is social marketing.

Social marketing has numerous theoretical and methodological advantages which,
when applied to asthma self management research, could potentially provide new
direction.

Firstly, social marketing is compatible with many traditional health

behaviour change models (such as Social Cognitive Theory and the Health Belief
Model) and when implemented correctly, social marketing is informed by formative
research (which is usually based on such models). Secondly, social marketing is a
consumer orientated process – understanding issues from the consumer perspective is
the basis from which health behaviour change programs are designed and
implemented and this is clearly called for in the literature regarding chronic disease
self management.

The main elements of social marketing introduced by this thesis were the marketing
mix (4 P‟s) and the concept of audience segmentation. Audience segmentation is
important as it enables refinement and specificity which relates to segments or
groups within the target market. Research to determine segmentation traits of both
asthma patients and health professionals can inform relevant communication
strategies to encourage better self management.
For example, in order to improve „regular medical review‟ of asthma patients,
patients are required to make GP appointments even when they are asymptomatic
(product). This thesis has identified many costs to this action (price) including
patients‟ perceptions that GP‟s do not fully appreciate the impact of asthma (and
asthma treatment) on their life, and patients‟ perception of feeling stigmatised.
Further investigation regarding the setting for regular medical review (place) is
required from both the patient and the GP perspective – results reported in this thesis
suggest that alternatives from the GP surgery may be beneficial for both parties.
Finally, there is scope for a wide variety of communication mechanisms (promotion)
for prompting the need for regular review (such as reminder letters), making and
confirming appointments (phone, email, SMS) and education regarding the
importance of regular medical review (similar to regular checks by patients with
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hypertension or diabetes) which could also serve to create a more supportive social
environment.

5.7

Conclusion

For patients with chronic conditions such as asthma, self management is a lifelong
process which has implications beyond the medical management of their condition.
Asthma self management strategies, however, are generally based on a medical
model of healthcare and are developed by health professionals based on clinical
management guidelines. Given that the uptake of recommended asthma self
management strategies is poor in Australia, as in many other countries, another
perspective is needed to drive the adoption and maintenance of self management into
the future. This thesis has highlighted the interplay between sound medical
management, the skills, knowledge and self efficacy of patients, and the environment
in which they meet.

For adults with asthma, self management is a very personal and complex process of
learning about how the condition affects their health and impacts their lives; adapting
to new lifestyles and behaviours; and determining how best to manage their
condition and enjoy a healthy quality of life. This research has made an original
contribution to understanding some of the barriers to optimal asthma self
management by firstly investigating the patients‟ perspective and secondly exploring
the potential for social marketing strategies to enhance patient care and inform future
patient-centred research.

5.8
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APPENDICES
Appendices A – F relevant to Chapter 3
Appendices G – J relevant to Chapter 5
Appendix K – Published conference paper (International Non Profit and Social
Marketing Conference, 2010)
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APPENDIX A − SHORT AD FOR FOCUS GROUP RECRUITMENT
(ILLAWARRA)

Subject Heading: What do YOU think about self managing your asthma??

The Asthma Foundation NSW, in partnership with researchers from the University of
Wollongong want to know what adults with asthma think and feel about self
management. We are interested in YOUR opinion and experiences. Are you…
 Aged 18 or over?
 Asthmatic?
 A carer of an adult with asthma?
 Interested in participating in a focus group to discuss self management?

If so, then please contact Kelly Andrews at the University of Wollongong to find out
more. Focus Groups usually take around 1½ - 2 hours and are a group of around 8
or 10 people discussing their views on asthma self management. All information is
confidential.

When:

Friday September 25th

Where:

Building 67 (McKinnon Building). Room 209.
University of Wollongong
Northfields Ave, Wollongong.

Time:

1st group at 10.00am
2nd group at 2.00pm

What‟s in it for you? Participants will receive $50 as a gesture of appreciation for
your time and to reimburse any travel costs. Refreshments are also provided.
Your expertise will contribute to this innovative piece of research – a copy of the
outcomes of the project will be made available to you.

Please contact Kelly on 0400 576 527 or email kellym@uow.edu.au to express your
interest in this project.
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APPENDIX B − SHORT AD FOR FOCUS GROUP RECRUITMENT
(SYDNEY)

Subject Heading: What do YOU think about self managing your asthma??

The Asthma Foundation NSW, in partnership with researchers from the University of
Wollongong want to know what adults with asthma think and feel about self
management. We are interested in YOUR opinion and experiences. Are you…
 Aged 18 or over?
 Asthmatic?
 A carer of an adult with asthma?
 Interested in participating in a focus group to discuss self management?

If so, then please contact Kelly Andrews at the University of Wollongong to find out
more. Focus Groups usually take around 1½ - 2 hours and are a group of around 8
or 10 people discussing their views on asthma self management. All information is
confidential.

When:

Thursday September 24th

Where:

Asthma Foundation NSW Office
Level 3, 486 Pacific Highway
St Leonards NSW 2065.

Time:

1st group at 10.00am
2nd group at 2.00pm

What‟s in it for you? Participants will receive $50 as a gesture of appreciation for
your time and to reimburse any travel costs. Refreshments are also provided.
Your expertise will contribute to this innovative piece of research – a copy of the
outcomes of the project will be made available to you.

Please contact Kelly on 0400 576 527 or email kellym@uow.edu.au to express your
interest in this project.
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APPENDIX C − PARTICIPANT INFORMATION SHEET FOR FOCUS
GROUPS

PROJECT TITLE: The Self-Management Wants and Needs of Adults with
Asthma in NSW

PURPOSE OF THE RESEARCH
This is an invitation to participate in a study commissioned by the Asthma
Foundation NSW and conducted by researchers at the University of Wollongong.
The purpose of the research is to identify a self management approach for adults with
asthma in NSW. Self management refers to people taking day-to-day responsibility
for health care decisions while working in partnership with health professionals to
manage health problems.

Adults who effectively manage their asthma have been shown to have better asthma
outcomes and less severe asthma attacks. Assisting people with asthma to manage
the problem requires an understanding of their particular wants and needs with
regard to self management. This research will identify these wants and needs, and
support the development of a practical model that can be used by health professionals
to help adults with asthma to better manage the problem.

INVESTIGATORS

Ms. Kelly Andrews

Prof. Sandra Jones

Dr. Gillian Stillfried

Centre for Health

Centre for Health

Centre for Health

Initiatives

Initiatives

Initiatives

Ph: 02 4221 5810

University of Wollongong

University of Wollongong

Mob: 0400 576 527

Ph: 02 4221 4209

Ph: 02 4221 5058

Email:

Email:

Email:

kellym@uow.edu.au

sandraj@uow.edu.au

gillians@uow.edu.au
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METHOD AND DEMANDS ON PARTICIPANTS
We are seeking people aged 18 years and over, who are residents of NSW and
English speaking, who are affected by asthma directly or indirectly as a family
member, carer or are otherwise affected.
If you choose to be included, you will be asked to attend a focus group. A focus
group is a group discussion, which is led by a trained facilitator. The focus group will
involve approximately 8 individuals who will come together to discuss issues in a
free and open manner. A number of questions will be explored. This will involve
encouraging each participant to provide his/her opinion, recording each until no
additional themes are identified. The questions will explore what the participants
want and need from a self management approach to asthma care, what they think is
achievable, how they think it might work on a day to day basis and how the self
management might be incorporated with medical care.

It is anticipated that the focus group will take approximately one and a half to two
hours, including refreshments. The focus group will be held at the head office of
Asthma Foundation NSW (Sydney) or at the University of Wollongong. You can
attend in person or by teleconference. You will be advised about the exact venue and
time at a later date if you choose to take part. At the conclusion of the focus group
you will be invited to complete a survey that will ask some questions about you.
These questions will help us understand the type of person who has participated in
the study. The survey is anonymous and will take approximately 5 minutes to
complete.

The focus group will be audiotaped at your consent and transcribed at a later date.
Any identifying information will be removed from the documents and audiotapes
will not be made available to any person outside the research team. Consent forms
will be kept by the researchers in a locked filling cabinet.

POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
Apart from the 90 minutes of your time for the focus group, we can foresee no risks
for you. Your involvement in the study is voluntary and you may withdraw your
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participation from the study at any time and withdraw any data that you have
provided to that point. Refusal to participate in the study will not affect your
relationship with Asthma Foundation NSW or the University of Wollongong.

FUNDING AND BENEFITS OF THE RESEARCH
This study is funded by a grant from the James N Kirby Foundation. This research
will provide a basis for an adult asthma self management model and the support
required for its use. Findings from the study will be published in a report and
possibly published in health care journals. Confidentiality is assured and you will not
be identified in any part of the research.

ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee (Social
Science, Humanities and Behavioural Science) of the University of Wollongong. If
you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UoW Ethics Officer on (02) 4221 4457.

Thank you for your interest in this study.
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APPENDIX D − RESPONSE TO PARTICIPANTS LETTER
9th September 2009

Dear
Thank you for volunteering to participate in our research about asthma self
management. As I explained in our telephone conversation today, the research has
two components:
1. Focus group participation
2. A telephone interview
For BOTH of these aspects of the research, I have enclosed a “Participant
Information Sheet” for you to read as well as a “Consent Form”. The consent form
requires your signature prior to participation – please bring them with you to the
focus group. Details regarding the Focus Group you have agreed to participate in are
as follows:
When:

Friday September 25th

Where: Building 67 (McKinnon Building). Room 209.
University of Wollongong
Northfields Ave, Wollongong.
Time:

1st group at 10.00am
2nd group at 2.00pm

Parking:

The closest car park is

(Map enclosed)

Participants will receive $50 as a gesture of appreciation for your time and to
reimburse any travel costs. Refreshments will be provided. I will ring to re-confirm
your participation a day or two prior to the focus group and to clarify any last minute
questions you may have. THANK YOU for your interest in this project. I am
looking forward to meeting you and most importantly, LEARNING from you!
Please contact me on 0400 576 527 if you have any further questions.

Yours Sincerely,

Kelly Andrews
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APPENDIX E − CONSENT FORM
The Self-Management Wants and Needs of Adults with Asthma in NSW

I have been given information about The Self-Management Wants and Needs of
Adults with Asthma in NSW research project and discussed the research project with
Kelly Andrews from the Centre for Health Initiatives, University of Wollongong
who is conducting this research with Prof Sandra Jones and Dr Gillian Stillfried, also
from the Centre for Health Initiatives at the University of Wollongong.


I have had an opportunity to ask the researchers any questions I may have
about the research and my participation.



I understand that my participation in this research is voluntary, I am free to
refuse to participate and I am free to withdraw from the research at any time.
My refusal to participate or withdrawal of consent will not affect my
relationship with the Asthma Foundation NSW or my relationship with the
University of Wollongong.



If I have any enquiries about the research, I can contact the principal
researcher: Kelly Andrews on 0400 576 527 or if I have any concerns or
complaints regarding the way the research is or has been conducted, I can
contact the Ethics Officer, Human Research Ethics Committee, Office of
Research, University of Wollongong on 02 4221 4457.



By signing below I am indicating my consent to participate in a focus group. I
am aware that the focus group will take approximately one and a half to two
hours and will include a short survey.



I am aware that the focus groups will be recorded onto audiotape and
transcribed for later use.



I understand that the de-identified data collected from my participation will
be used for a report and potential journal publication and I consent for it to be
used in that manner.

Signed.......................................................................

Date......./....../......

....................................................................... Name (please print)
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APPENDIX F − ASTHMA SELF MANAGEMENT PROJECT FOCUS
GROUP DISCUSSION GUIDE

Let‟s start by introducing ourselves and telling the group about our asthma. I‟d like
us to go around the group and tell us your name, when you were first diagnosed and
how your asthma currently affects you…
For a group which demonstrates a relatively low level of „formal‟ self
management experience, go on to ask questions on PINK paper entitled
„Asthma Action Plan and Associated Questions‟.
For a group which demonstrates a degree of experience and comfort in
talking about self management, go on to ask questions on YELLOW paper
entitled „Self Management and Associated Questions‟.
o Note that if time permits, this „Self Management Group‟ should also
be asked „Asthma Action Plan‟ questions

Suggested Time Allocation:
1. Introduce facilitator, distribute and complete two short surveys 15min
2. Go around the group for introductory sharing

15min

3. First section of questioning

50min

4. Break

10min

5. Final section of questioning

30min

6. Incentives and Information
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Self Management and Associated Questions

The Concept of Self Management
I‟d just like to brainstorm some of our ideas about self management…
What do you understand by the term „self management‟?
What do you think are the main aims of „self management‟?
What are the main components of „self management‟?
Thanks, that‟s great. Now, for the record, here are some points I noted earlier
[Reveal the components of self management on butcher‟s paper/white board]. From
a health care point of view, when we talk about asthma self management, this is what
I mean… (acknowledge their efforts and level of understanding).
-

Patients taking responsibility for managing their symptoms and their effects on
their daily lives (you need to learn skills and gain knowledge to do this)

-

Patients and health professionals working as a team

-

Understanding and managing your medicines

-

Understanding and making any necessary lifestyle changes

-

Understanding and dealing with emotions

Does anyone have any comments?

Learning how to Self Manage
I‟d like to know a little bit more about how you learnt „how‟ to self manage your
asthma. Again, I‟ve written some points on the butcher‟s paper for everyone to talk
about – and then we will explore these in more detail.
Butcher‟s Paper Points:
-

Who (profession, not name) first explained to you what self management was and
why you should do it?

-

Do you remember how this happened? (one to one/group session/other)

-

How long did it take?

-

Where did it take place?
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-

Can you describe what the main points of his/her explanation were?

-

Were any materials or resources used?

-

Can you recall your impressions or feelings after this encounter?

Thank you. Let‟s talk about this in some more detail given that you have been
dealing with your asthma in one way or another for a long time now:
-

Do you think that you have enough knowledge to manage your asthma properly?

-

What sort of information do you think is most important?

-

Do you think you have the right skills to be able to manage things well (think
about using your medicines as well as the ups and downs you might go through
emotionally)

-

Do you know what sort of skills would make things easier for you?

-

In your own experience, what sort of things (practical, financial, etc) make it easy
for you to (learn how to) self manage?

-

In your own experience, what sort of things (practical, financial, etc make it hard
for you to (learn how to) self manage?

Great, thank you for sharing your thoughts. In Australia, the Asthma Cycle of Care
(used to be the Asthma 3+ Visit plan) says to
-

See your GP twice a year

-

Have a written Asthma Action Plan

-

Engage in Asthma Self Management Education

-

Regularly review all of the above…

- Does anyone have any comments or questions about what is up on the board?

Your experiences of Self Management
- Earlier you told us about when you were first diagnosed with asthma. Can you
tell us how this came about in more detail? What happened?
-

How have you been dealing with your asthma since?

-

What are the things (elements or factors) that make it easy for you?

-

What are the things (elements or factors) that make it difficult for you?
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-

Who have been the key individuals or groups (professions, not names) who have
helped you?

-

Have there been any individuals or groups (professions, not names) who have
actually been unhelpful?

-

Who are the people who should play an important role to help you deal with your
asthma better?

-

Can you give the group an example of what you do to keep your asthma under
control?

-

Can you give the group an example of something that happened when your
asthma went out of control?

-

What could have been done differently in this situation?

-

In general, do you think that you manage your asthma well?

-

If you had to name one thing that you think would help you do this better, what
would it be?

Asthma Action Plan and Associated Questions
Ok, thank you for sharing all that. Now, in this first part of the session, I‟d like to
talk about „self management‟. [Reveal the components of self management on
butcher‟s paper/white board]. From a health care point of view, when we talk about
asthma self management, this is what I mean…

-

Patients taking responsibility for managing their symptoms and their effects on
their daily lives (you need to learn skills and gain knowledge to do this)

-

Patients and health professionals working as a team

-

Understanding and managing your medicines

-

Understanding and making any necessary lifestyle changes

-

Understanding and dealing with emotions

Now, you may not have had these experiences formally, but over time, you have
built up your own methods of managing your asthma.
- Does anyone have any comments or questions about what is up on the board?
- What elements of this do you think you are doing already?
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Your experiences of Self Management
- Earlier you told us about when you were first diagnosed with asthma. Can you tell
us how this came about in more detail? What happened?
-

How have you been dealing with your asthma since?

-

What are the things (elements or factors) that make it easy for you?

-

What are the things (elements or factors) that make it difficult for you?

-

Who have been the key individuals or groups (professions, not names) who have
helped you?

-

Have there been any individuals or groups (professions, not names) who have
actually been unhelpful?

-

Who are the people who should play an important role to help you deal with your
asthma better?

-

Can you give the group an example of what you do to keep your asthma under
control?

-

Can you give the group an example of something that happened when your
asthma went out of control?

-

What could have been done differently in this situation?

-

In general, do you think that you manage your asthma well?

-

If you had to name one thing that you think would help you do this better, what
would it be?

Great. Thanks for sharing all that information. In Australia, the Asthma Cycle of
Care (used to be the Asthma 3+ Visit plan) says to
-

See your GP twice a year

-

Have a written Asthma Action Plan

-

Engage in Asthma Self Management Education

-

Regularly review all of the above…

The Asthma Action Plan
Now, in this second part, I want to talk about the Asthma Action Plan which is
widely used and promoted in NSW.
-

Have you heard of an Asthma Action Plan? Can you describe what it is?
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An Asthma Action Plan is a written set of instructions prepared in partnership
with your doctor that assists you to manage your asthma at different times. It tells
you what to do when you are well and when your symptoms start to get worse.
Your plan should help you:


recognise worsening asthma symptoms



start treatment quickly



seek the right medical assistance

-

Do you currently have an Asthma Action Plan – let‟s go around and hear from
everyone individually.

-

If not, can you tell me why not?

-

In your opinion, what would be good about having a written Asthma Action
Plan? Does it appeal to you?

-

If you do have one, what do you like and dislike about it?

Here is a copy for each of you to refer to; take a couple of minutes to read through it.
- Let‟s take a minute to hear from everyone about your (first) impressions?
- Do you think it is useful? Let‟s make a list of all the Pro‟s and Con‟s of this
Asthma Action Plan

(Cover aspects such as content, language, storage information, instructions as well as
format, colour, font size, how easy it is to use etc)

-

How do you think it could be improved?

-

What could be changed or improved in order to encourage you to use it?

-

What sort of other things might help you in your day to day life?

(Can prompt if need be with suggestions such as videos or online resources to
demonstrate proper use of puffers etc; cassettes or CDs, specific computer programs,
books, credit cards, mobile phone technology for GP reminders or call backs from
Info lines etc)
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APPENDIX G − RECRUITMENT EMAIL TEXT

Dear Mr Smith (example),

I am a researcher at the Centre for Health Initiatives at the University of
Wollongong. You are being contacted because of your previous involvement in our
asthma research and because you expressed interest in future studies.
I invite you to take part in a 15 minute Asthma Perceptions and Experiences
Survey which you can complete online.
Your participation is completely voluntary and there are no adverse effects should
you wish not to participate.
However, should you chose to continue, your input will help to inform our
understanding of the barriers to effective asthma self management and will contribute
to the work being done to secure better health outcomes for adults with asthma. We
really appreciate you taking the time to complete this 15 minute online survey.
Everyone who completes the survey will go into a draw to win one of two $250
Coles/Myer shopping vouchers!
Please click on the link below to read the Participant Information Sheet, provide your
Consent and complete the Asthma Perceptions and Experiences Survey.
If you require any assistance or have any queries, please contact:

Ms Kelly Andrews
Centre for Health Initiatives, University of Wollongong
Ph: 02 4221 5810
Email: kellym@uow.edu.au
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APPENDIX H − PARTICIPANT INFORMATION SHEET AND CONSENT
FORM

Asthma Perceptions and Experiences Survey

PURPOSE OF THE RESEARCH
The purpose of this study (survey) is to assess the perceptions and experiences of
adults with asthma.
It has long been recognised that people with asthma experience psychological effects
in addition to physical and respiratory effects of their chronic condition. We are
therefore interested in learning about how adults with asthma feel emotionally.
Questions in this survey refer to both physical and emotional health.
It should be completed by people who have asthma and are aged 18 years old over.
This is an invitation to participate in this study which is conducted as part of a
Student Masters Research project at the Centre for Health Initiatives at the
University of Wollongong.
The survey will take 15minutes to complete. If you require any assistance to
complete the survey please contact:
Ms Kelly Andrews
Centre for Health Initiatives, University of Wollongong
Ph: 02 4221 5810
Email: kellym@uow.edu.au

INVESTIGATORS
Ms. Kelly Andrews

Prof. Sandra Jones

Dr. Judy Mullan (Co-

(Student)

(Primary supervisor)

Supervisor)

Centre for Health

Centre for Health

Graduate School of

Initiatives

Initiatives

Medicine

University of Wollongong

University of Wollongong

University of Wollongong

Ph: 02 4221 5810

Ph: 02 4221 4209

Ph: 02 4221 5980

Email:

Email:

Email:
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METHOD AND DEMANDS ON PARTICIPANTS
We are seeking people with asthma aged 18 years and over, who are residents of
NSW and who are affected by asthma. If you chose to participate, you are requested
to complete an online survey. The survey will take approximately 15 minutes to
complete. The survey contains questions regarding:
You (such as your age, gender, postcode etc)
How your asthma currently affects you
Your perceptions and experiences of being a person with asthma

POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
Apart from the 15 minutes of your time to complete the survey, we can foresee no
risks for you. Your involvement in the study is voluntary and you may withdraw
your participation from the study at any time.

FUNDING AND BENEFITS OF THE RESEARCH
This study is supported by the Centre for Health Initiatives, a Research Strength of
the University of Wollongong. This research will provide further understanding of
issues related to asthma self management and the support required for better health
outcomes. Findings from the study will be published in health care journals.
Confidentiality is assured and you will not be identified in any part of the research.

ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee (Social
Science, Humanities and Behavioural Science) of the University of Wollongong. If
you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UoW Ethics Officer on (02) 4221 4457.

CONSENT
After reading this next important section, you will be asked to indicate your consent
to participate in this survey. Once you have provided your consent, the survey will
begin – the survey has 32 questions in total.


I have read the preceding Participant Information about the Asthma
Perceptions and Experiences Survey
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I understand that I have an opportunity/option to ask the researchers any
questions I may have about the research and my participation.



I understand that my participation in this research is voluntary



I understand that I am free to withdraw from the research at any time



I understand that If I have any enquiries about the research, I can contact the
principal researcher, Ms Kelly Andrews, on 02 4221 5810; or if I have any
concerns or complaints regarding the way the research is or has been
conducted, I can contact the Ethics Officer, Human Research Ethics
Committee, Office of Research, University of Wollongong on 02 4221 4457.



By clicking below I am indicating my consent to participate in an online
survey. I am aware that this survey will take approximately 15 minutes



I understand that the de-identified data collected from my participation will be
used for journal publication and I consent for it to be used in that manner.

 Please click here to provide your consent and continue with the
Asthma Perceptions and Experiences Survey

Thank you for your interest in this study.
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APPENDIX I − ASTHMA PERCEPTIONS AND EXPERIENCES SURVEY

Section 1
About YOU.
1. What is your age in years? ________________
2. What is your gender?
 Male
 Female
3. What is your country of birth?
 Australia
 Other (Please specify)

_____________________________________

4. Do you speak a language other than English at home?
 Yes (Please specify)

_____________________________________

 No
5. Are you of Aboriginal or Torres Strait Islander origin?
 Yes
 No
6. What is your current employment status?
 Unemployed/Not working
 Retired
 Casual work
 Part time work
 Full time work
 Student
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7. What is your marital status?
 Single/Never married
 Married/Defacto
 Divorced/Separated
 Widowed
8. How would you describe your current living arrangement?
 Live at home with spouse
 Live at home with other family
 Live at home with friends
 Live alone
 Live in retirement home
 Other - Please specify

_______________________________

9. What is the level of the highest qualification you have completed?
(Please mark ONE box only)
 Primary school
 Secondary school (High school)
 TAFE (Certificate/Trade)
 University (Undergraduate or Post graduate)
 Other (specify): ________________________

10. What is your usual yearly HOUSEHOLD income before tax, from all sources?
(Please include benefits, pensions, superannuation, etc)
 <$25,000 per year
 $25,001 - $40,000 per year
 $40,001 - $55,000 per year
 $55,001 - $70,000 per year
 $70,001
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Section 2
About your general health
Answer every question by selecting the answer as indicated. If you are unsure about how to
answer a question, please give the best answer you can.
1. In general, would you say your health is:
 Excellent
 Very Good
 Good
 Fair
 Poor

2. The following questions are about activities you might do during a typical day.
Does your health now limit you in these activities? If so, how much?
Yes, limited

Yes, limited

No, not

a lot

a little

limited at all

Moderate activities such as
moving a table, pushing a
vacuum cleaner, bowling, or
playing golf
Climbing several flights of
stairs

3. During the past 4 weeks, have you had any of the following problems with your
work or other regular daily activities as a result of your physical health?
Yes
Accomplished less than you would like
Were limited in the kind of work or other
activities
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No

4. During the past 4 weeks, have you had any of the following problems with your
work or other regular daily activities as a result of any emotional problems (such as
feeling depressed or anxious)?

Yes

No

Accomplished less than you would like
Were limited in the kind of work or other
activities

5. During the past 4 weeks, how much did pain interfere with your normal work
(including both outside the home and housework)?

Section 3
About Your Asthma
1. How long have you been diagnosed with asthma?


5 years or less



6-10 years



more than 10 years



since childhood

2. How many visits to the GP have you made in the last 12 months to discuss
your asthma?


None



1



2



3



More than 3
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3. How many times have you been hospitalised because of your asthma in the
last 12 months?


none



1



2



3



More than 3

4. In the last 4 weeks, have you had difficulty sleeping because of asthma
symptoms (including cough)?


Yes



No

5. In the last 4 weeks, have you had your usual asthma symptoms during the day
(cough, wheeze, chest tightness or breathlessness)?


Yes



No

6. In the last 4 weeks, has your asthma interfered with your usual activities (e.g.
housework, work, school, etc)?


Yes



No
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Section 4
About your Experiences
Strongly Agree Neither
Agree

Agree or
Disagree

Sometimes I feel that I am
being talked down to because
I have asthma
Having had asthma has made
me a more understanding
person
I do not feel bad about having
asthma
People have been
understanding that I have
asthma
I have been discriminated
against by employers because
I have asthma
My asthma has made me
more accepting of other
people
Very often I feel alone
because I have asthma
I am scared of how other
people will react if they find
out I have asthma
I would have had better
chances in life if I had not
had asthma
I do not mind people in my
neighbourhood knowing I
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Disagree Strongly
Disagree

have asthma
I would say that I have
asthma if I was applying or a
job
I worry about telling people
that I take medicines/puffer
for my asthma
People‟s reactions to my
asthma make me keep myself
to myself
I have not had any trouble
from people because I have
asthma
have been discriminated
against by health
professionals because I have
asthma
People have avoided me
because I have asthma
I do not feel embarrassed
because I have asthma
I avoid telling people that I
have asthma
Having had asthma makes me
feel that life is unfair
I find it hard telling people
that I have asthma

Thank you for taking the time to complete this survey.
You are now eligible to enter the draw to win one of two shopping vouchers
(Coles/Myer) worth $250 each. Please click on the link below to be redirected to a
new page which will enter you into the draw. <<LINK>>
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APPENDIX J − INCENTIVE PRIZE DRAW SURVEY

Thank you very much for taking the time to complete the Asthma Perceptions and
Experiences Survey. Please note that your personal details provided here are in no
way linked to the data provided in the main survey. Unless specified in Q 4, your
name and other details will not be used for any other purpose, and will be destroyed
on the completion of this research.
To go in the draw for one of two $250 Coles/Myer vouchers, please complete the
information below:
1. What is your name? _____________________________
2. What is your email address? _____________________________
3. What is your postal address? _____________________________
4. Are you interested in participating in future CHI research and can we contact
you about this? Y/N
If you require any assistance or have any queries, please contact:
Ms Kelly Andrews
Centre for Health Initiatives, University of Wollongong
Ph: 02 4221 5810
Email: kellym@uow.edu.au
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APPENDIX K − CHALLENGING THE VIEWS OF SELF MANAGEMENT
FOR ASTHMA (PUBLISHED CONFERENCE PAPER)

In addition to Chapters 2-4 being submitted for peer review in relevant journals, the
following peer reviewed conference paper was also published in 2010:

Andrews, K. L., Jones, S. C., Williams, M. & Mullan, J. (2010). Challenging the
views of self management for asthma. In R. Russell-Bennett & S. Rundle-Thiele
(Eds.), 2010 International Nonprofit and Social Marketing Conference (INSM):
conference proceedings- connecting thought and action (pp. 5-8). Queensland:
Faculty of Business, Queensland University of Technology.
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Introduction
Over two million Australians have asthma (AIHW 2008); resulting in poorer quality
of life, worse psychological health and poorer social functioning than those without
asthma (Adams et al 2004). Self-management principles and practices have been
hallmarked as successful approaches to chronic disease management. Selfmanagement (the product) refers to patients taking responsibility for their health care
whilst working in partnership with their health professional (Lorig and Holman
2003). There is a substantial body of evidence to suggest that these strategies
improve outcomes for individuals (fewer acute exacerbations), reduce the impact on
health service delivery (fewer encounters), and are beneficial for the broader
community (improved productivity) (Sawyer 2002). Despite this, the application of
asthma self-management strategies is low (AIHW 2008), highlighting at least one
opportunity for social marketing to better market the components of self management
by better communicating their positive health benefits (exchange theory).

In order to review the elements necessary to elicit voluntary behaviour change, this
research aimed to obtain information concerning the experiences and opinions about
self-management in adults with asthma. There has been little research conducted
from the perspective of the patient; self-management strategies have been largely
researched from a medical model. Social Marketing has demonstrated effective
population health behaviour change (Evans and McCormack, 2008); for example,
increased awareness of breast health and presentation rates to mammography
screening in Australia (AIHW, 2000) .

Method
Focus Groups were chosen as a method to engage with adults (aged 18+ diagnosed
with asthma) to gather qualitative data about asthma self management through
encouraging discussion and interaction between group members. Focus group
questions were informed by the key points identified in a review of current asthma
management literature. Behaviour change theory (Health Belief Model) was
integrated in a consumer-focused social marketing approach to enquiry. That is, the
4P‟s, the concept of consumer orientation and the notion of exchange grounded the
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investigation into future behaviour change; the adoption of self management
strategies (see Sutton 1996, Kotler et al 2002)

A total of 23 participants (10 males and 13 females in five focus groups) consented
to participate in the study. A convenience sample of participants was recruited via
email from the “Asthma Assist” database of the Asthma Foundation NSW.
Interested respondents were then contacted by the first author and given full details
of the study; and provided with Participant Information Sheets and Consent Forms.
Focus groups were recorded and later transcribed for thematic analysis.

Results and Discussion
Collectively, participants were ambiguous in their responses about their wants and
needs and unable to articulate a concise answer; ultimately, they did not know what
would improve their self management practices. As individuals, participants spoke
of an intensely personal experience of asthma and thus, their knowledge, skills and
health beliefs regarding asthma was fluid; learned and adjusted over a long period of
time.

One size does not fit all
Focus groups highlighted the varied experiences of the target group; and that this
group can be further defined or segmented. The „product‟ of asthma self
management was not well understood by all participants. The profiles of two major
groups emerged revealing that the perceived need for self management differed
depending on individual‟s perception of severity. One group can best be described
as „compliant‟ – they self educate, are aware of their triggers, visit their
GP/specialists, and strongly advocate for their own cause. They also feel that they
are the most knowledgeable about their own asthma and thus best-equipped to take
control of their disease. The other group can be described as „complacent‟ at best.
They may be in denial about their condition or they may accept that they have
asthma but are prepared not to do anything about it until it poses a life-threatening
situation. They accept they are susceptible (they admit they have asthma), but are
not motivated to act to prevent an attack or manage symptoms on a daily basis. They
are themselves, reactive patients.
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The „price‟ of asthma self management was seen as substantial by some in terms of
the high costs of medications and other resources (e.g: nebulisers) as well as the time
and „hassle‟ associated with the daily avoidance of triggers and in obtaining nonprescribed medication. Some participants talked about the public perception and
stigma of being a person with asthma. This negatively affected participants‟
perceptions either directly (e.g., not taking medication) or subtly (e.g., perpetuating
an attitude of cynicism and despair) and further highlights an additional, external
group (the general public) whose knowledge and perception of asthma could be
enhanced using a social marketing approach.
There is a clear need to improve the „promotion‟ of self management with messages
that are sympathetic to consumer‟s own medical and social experiences.
Determining what will stimulate voluntary behavior change in both groups will come
from a clear understanding of their knowledge, attitudes and experiences of their
disease. Understanding their motivation for taking action and perception of the
benefits of self management has potential to inform the nature of future
communication, tailored education and ongoing self management strategies that see
the consumer feeling empowered rather than conscripted to a medical management
point of view.
Finally, the appropriate „place‟ for the dissemination of information regarding self
management needs further investigation with many participants not having access to
asthma education services. Participants of this study pointed to GP surgeries,
pharmacies and the internet as key access points for information and interestingly,
many had a keen interest in being informed about current research.

Conclusions and Public Policy Implications
The individual nature of the asthmatic and their disease stood out as a fundamental
starting point for future asthma management strategies. Audience segmentation and
the concept of exchange are important social marketing principles which warrant
additional and detailed investigation; as does a fuller understanding of the four Ps
from a consumer perspective. Implications for public policy review are radical;
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guiding principles, communication protocols and the delivery of asthma self
management education is undoubtedly in need of consumer focused evaluation.

References
Adams R J, Wilson D H, et al. (2004). "Psychological factors and asthma quality of
life: a population based study " Thorax 59: 930-935.
Australian Institute of Health and Welfare (AIHW) 2000. BreastScreen Australia
Achievement Report 1997–1998. AIHW. Cat.No. CAN 8. Canberra:
Australian Institute of Health and Welfare (Cancer Series number 13).
AIHW (2008). Asthma in Australia 2008. AIHW Asthma Series no. 3. Canberra,
Australian Institute of Health and Welfare
Evans W. D and McCormack L (2008) Medical Decision Making 2008;28:781–792
Lorig K R and Holman H R (2003). "Self Management Education: History,
Definition, Outcomes and Mechanisms." Annals of Behaviour Medicine
26(1): 1-7.
Sawyer S (2002). "Action plans, self monitoring and adherence: changing behaviour
to promote better self management." Medical Journal of Australia 177: S72S74.

119

